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TIBIAL SHAFT FRACTURES—PROBLEMS IN MANAGEMENT 


Lieut. Col. Leroy O. Travis (MC), U. S. Army 


This paper is based on a review of 413 fractures of 
the tibial shaft in adults treated at Brooke Army 
Hospital, San Antonio, Texas, from 1948 to 1953 and 
on subsequent experience with 97 fractures at Madi- 
gan Army Hospital, Tacoma, Wash., from 1953 to 
1955. This study was precipitated by the trend toward 
intramedullary fixation and by the encouraging results 
reported by Lottes and co-workers,’ and it was con- 
ducted in the hope of evaluating the need and indica- 
tions for open reduction and internal fixation. 

In the course of this study, the validity of the con- 
tact, compression, and continuity factors in osteo- 
genesis after fracture, as shown by Eggers and co- 
workers,” and the advantages of horizontal, rather 
than oblique, screw fixation, as shown by Bechtol * 
and Arzimanoglou and Skiadaressis,* have become 
increasingly evident (fig. 1A, B, C, and D). Likewise, 
the pleas of Urist® and others for increasing com- 
petence of surgeons in the closed management of 
these fractures have been amply justified and sup- 
ported. Open reduction with internal fixation appar- 
ently continues to be the emergency procedure of 
choice of many surgeons, as so many of the patients 
in the present study received initial emergency treat- 
ment in nearby community and service hospitals. 


Classification 


When this study was begun, it was felt that the type 
of fracture would give a clue to the treatment of 
choice. Therefore, the fractures were classified as to 
(1) type—open (compound) and closed (simple), (2) 
location, and (3) type of bone and soft tissue involve- 
ment. The tibia was divided into quarters, instead of 
the usual thirds, for the location studies (fig. 2). The 
middle two quarters are the cortical portions, and 
fractures in these two locations present quite different 
problems from those in the two end quarters, which 
are largely cancellous. Seventy-three per cent of the 
fractures were in the cortical portions, and, of these, 
52% were in the third quarter. 

Eight types of fractures are recognized, with each 
varying in treatment and prognosis: 1. Incomplete 
type. The bone is cracked, but in all probability there 


* The results of different methods of treating frac- 
tures of the shaft of the tibia were studied in 413 
patients in one Army hospital. More than 40% of 
the injuries were connected with automobile and 
motorcycle accidents. Results were found to be more 
directly related to the method of treatment than to 
the location or type of fracture or soft tissue involve- 
ment. Fractures of the upper middle fourth of the bone 
were more frequently open, and damage fo the soft 
tissues was more extensive. Approximately 80%, of 
the cases were treated by nonoperative methods. 
High rates of infection and nonunion were outstand- 
ing in fractures treated by plate fixation. Most of 
these plates were applied elsewhere as emergencies. 
Infections occurred in a total of 31 cases, of which 
8 were cases in which a closed fracture was treated 
operatively. A second series of 97 fractures of the 
tibia were treated in another Army hospital, with 
similar results. The best results were obtained when 
closed treatment was feasible and plaster casts were 
skillfully applied. There should be greater awareness 
of the dangers of open reduction. 


is still relatively intact periosteum and other soft 
tissues; there is no displacement. 2. Transverse type. 
The fracture line is practically perpendicular to the 
shaft, and there is only minimal comminution of the 
fragments (in 16% of cases). 3. Short oblique type. 
This is the most common type (34%) and usually in- 
volves moderate comminution, with a fragment of 
bone being displaced. It is somewhat unstable and is 
one of the most difficult types to manage. 4. The long 
oblique or spiral type. This is the next most common 
(19%). 5. A variation, in degree, of the long oblique 
type. A large butterfly-shaped fragment is displaced. 
6. The segmental type. In this type there is a middle 
fragment 2 in. or more in length. 7. The severely com- 
minuted and displaced type. This is the fourth most 
common type (12%), but it usually offers very little 
of a problem in healing, if too many of the fragments 
have not been removed at débridement. 8. The stellate 
type. This involves the severely shattered bone, with 


Chief, Orthopedic Service, Madigan Army Hospital, Tacoma, Wash. 
Read at the 10th Clinical Meeting of the American Medical Association, Seattle, Washington, Nov. 29, 1956. 
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Fig. 1.—Roentgenograms of tibial fractures. A, fracture before treatment; B, same fracture after fixation with screws transverse" 
shaft of tibia. C and D, two views of fracture in which fixation was by screws oblique to shaft. E, severely comminuted fractur i 
tibia that was probably assisted by intact fibula and that was maintained in position by cast and traction. F, fracture, with wee 
developed nonunion and distraction, maintained after fixation by round-hole plate. G, fracture treated by closed reduction 
plaster cast. Bone was considered well aligned when cast was removed, and patient was discharged from hospital. H, fo!low-# 
x-ray of fracture in G showing rotary angulation, implying further compression of bone on bearing weight and probably related " 
earlier more solid healing of fibula. I, three views of fracture, with well-developed nonunion, which two years after occurrence P" 
ceeded to solid bony union while immobilized in skin-tight walking single-hip spica to protect ipsilateral femoral fracture t).at hat 
developed osteomyelitis. 
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minimal displacement of the fragments. This type is 
particularly common in gunshot injury, and it heals 
quickly. 

The soft tissue involvement was classified by de- 
grees: 1. First degree is the perforating type of soft 
tissue involvement, with small wounds, in which no 
débridement is required. 2. The second degree in- 
volvement is the lacerated or larger wound in which 
débridement is required. 3. The third degree is the 
avulsed, severe injury requiring more or less a skin 


graft. 
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Fig. 2.—Graph showing location of fractures and percentages 
of soft tissue injury for fractures in each location. 


Evaluation 


In fractures of the upper middle, or second, quar- 
ter, soft tissue involvement was more frequent and 
greater in extent, with 57% of the fractures being open 
and the soft tissue involvement in 41% being of the 
lacerated type. Of the fractures of the third quarter, 
40% were open fractures, and in 23% involvement was 
of the lacerated type. Fifty-seven per cent of the frac- 
tures in the series were closed, and in 36% there were 
large, lacerated, or avulsed wounds (fig. 2). 

The results were evaluated by review of hospital 
and clinic records and x-ray films. Healing was con- 
sidered complete when military personnel returned to 
duty. Experience has proved this to be justified. Non- 
military personnel were discharged to outpatient care 
as soon as they were ambulatory. The end-result rat- 
ing of the Massachusetts General Hospital has been 
used for evaluation of results, with the best results 
being A-4, F-4, and E-4 (A stands for anatomic result, 
F for functional result, and E for economic result). 

The 104 cases of gunshot wounds are not considered 
in this paper. Automobiles and motorcycles caused 
over 40% of all the injuries. Approximately 20% of the 
fractures were from strictly military causes, and 20% 
Were caused by sports and 20% by accidental falls. 


Results of Treatment 


After classification of the fractures treated at Brooke 
Army Hospital and determination of the manner of 
injury, the results were studied and found to be more 
directly related to the method of treatment than to 
any other factor. Unsatisfactory results were more 
frequent in the open, more severely comminuted frac- 
tures but were not confined to these cases. Primary 
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treatment was closed in 77% of the cases, i. e., either 
plaster cast; traction through the os calcis; or pin fixa- 
tion of the fragments through the skin, away from the 
fracture site, plus a plaster cast. In 72 cases, or 23%, 
primary treatment (that within the first six weeks 
after injury) was surgical. Screw fixation was used in 
about one-half of these cases, and, in the other half, 
excepting the 10 cases in which amputation was neces- 
sary, nails were used in about an equal number of 
cases to those in which plates were used. 

Of the 242 closed and open fractures treated pri- 
marily by plaster immobilization, results were satis- 
factory in 80% and unsatisfactory in 14% (see table). 
The results were undetermined in 6%. Infection was 
a problem in 4% of these cases. Union was delayed 
sufficiently to require subsequent surgical procedures 
in 24%. In the table this has been called “nonunion.” 
This designation was used simply for convenience, 
but at least it does indicate that the progress was not 
satisfactory. 

Of the 41 cases treated by open reduction and screw 
fixation, treatment was primary in 34 and late in 
others. One-third of the fractures were open and two- 
thirds were closed. Twenty-four were long oblique 
fractures. Bone grafts were used with screw fixation 
in six of the seven cases in which late operation was 
performed. These patients all obtained satisfactory 
union. Delayed union after screw fixation required 
bone grafts in four other cases (10%). Two of these 
fractures united well, but in two cases results re- 
mained unsatisfactory. In both of the latter cases 
placement of the screws was oblique rather than 


Results of Treatment of Tibial Shaft Fractures at Brooke Army 
Hospital and at Madigan Army Hospital 


Method of Treatment 


Closed Screw Plate Nail Graft 
Brooke Army Hospital: 


242 41 20 14 
End-results 
Unsatisfactory, % ........... 14 12 65 30 


Undetermined, % 6 
Madigan Army Hospital: 


56(42, 14)* 21 9 6 
9(5, 21) 14 45 17 
End-results 
91(98, 86) 81 45 10 
Unsatisfactory, % ........... 9(7, 14) 19 nD 17 


* Figures in parentheses are for treatment with cast and with cast and 
traction respectively. 


transverse. Infection developed in 10% of these cases. 
Thus, of the 41 cases treated by screw fixation, satis- 
factory results were obtained in 88%. 

Plates were applied to 20 fractures. Nine were ap- 
plied in small nearby hospitals as emergency treat- 
ment, and six of these patients developed infection. 
Plates were applied within six weeks of injury in 
seven other cases. In three of these, in which the 
plates were applied elsewhere, infection also oc- 
curred. After an average of seven and one-half months 
had passed without union, four other fractures were 
treated by open reduction, plate fixation, and graft. 
One patient in this group developed infection but 
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eventually obtained a satisfactory result. Three others 
had satisfactory results. Thirteen (65%) of the 20 plate 
fixations produced unsatisfactory results, and in 50% 
osteomyelitis developed; in 45% the fractures did 
not unite without subsequent operative procedures. 

In 14 cases in this series, intramedullary fixation 
was done. Kiintscher nails were used in two cases, 
Rush pins in seven, and Lottes nails in five. There 
were two cases of nonunions and two cases of infec- 
tion, or 14% each in this series. Results were consid- 
ered satisfactory in 70% of the cases. The experience 
with the Lottes nail was small but encouraging. The 
nail was used in transverse or short oblique fractures 
of the middle quarters of the tibia. 

A review of 97 fractures of the tibia treated at 
Madigan Army Hospital substantiated these findings. 
The series is small and not as well controlled as the one 
at Brooke Army Hospital, as there were three chiefs 
of the orthopedic service at Madigan Army Hospital 
during this time, instead of one as at Brooke Army 
Hospital. Again many of the surgical procedures were 
performed before the patients arrived at Madigan 
Army Hospital. A review of the table shows that 
closed methods, screw fixation, and the use of intra- 
medullary nails give satisfactory results in from 80 to 
90% of the cases, with difficulty increasing as the 
severity of the soft tissue and bone injury at time of 
accident was added to the magnitude of the surgery. 
Four of the five tibias treated by primary sliding or 
reversed inlay graft were in patients with bilateral 
fractures. The infection rate of 22% and “nonunion” 
rate with plates of 45% and the rate of unsatisfactory 
results of 55% are again outstanding. 

The average period of hospitalization in the un- 
complicated cases was as follows: closed treatment, 
seven months; screw fixation, five and one _ half 
months; plate fixation, five months; nailing eight and 
one half months: graft, seven and one half months 
to union. 

In the cases in which nailing was used, abundant 
external callus and slow union of the tibial fracture 
site were repeatedly seen, with early fibular union 
despite early ambulation of the patient in a walking 
cast. Casts were used until union was well demon- 
strated by x-ray examination. 


Complications 


In all of the fractures of the Brooke series, there was 
a 10% incidence of osteomyelitis, and the incidence 
was 4% in fractures treated by closed methods. One- 
quarter of the 31 infections that developed (8 cases ) 
were in closed fractures, which were treated opera- 
tively, with no relation to the form of fixation used. 
Final results in these cases of osteomyelitis were satis- 
factory in 50%. 

In 15 cases, the fibula was intact, and it was evident 
(fig. 1E) that at times this was an advantage, acting 
as an internal splint, especially in the more com- 
minuted fractures. In these most favorable cases it 
was felt that the minimum healing time was demon- 
strated: the patients with excellent results returned to 
duty in an average of six months. However, there 
were many other cases in which the fibula’s being 
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intact or healing rapidly held the tibial fragments 
apart, particularly in the transverse and short oblique 
types of fracture. Ten osteotomies of the fibula were 
performed: four of these were done without another 
procedure an average of 6 months from the time of 
injury, and they gave excellent results after 11 months, 
The six other osteotomies were not so successful and 
required subsequent bone grafting. 

Although osteotomy was performed only twice for 
malunion, in seven cases the final result was angula- 
tion of from 10 to 15 degrees, which is considered the 
maximum that will permit good function of the knee 
and ankle. Seventy-five per cent of the 24 angulations 
that we considered significant occurred in fractures 
of the lower middle quarter. They could have been 
prevented by a more careful application of plaster 
casts and better x-ray control, It is to be emphasized 
that, in these fractures, the extremity should not be 
held by the foot but by the calf or allowed to extend 
over the side of the table to prevent posterior angula- 
tion; it is strongly urged that x-rays be taken, while 
there is still mobility at the fracture site, after each 
cast is applied. 

In 14 cases, or 4% of the total, amputation was per- 
formed. Amputation in 10 was early and in 4 late. 
Three amputations were performed in the first 24 
hours after fracture. Seven more were done in the first 
month: four for circulatory occlusion, two for pyogenic 
infection, and one for gas gangrene. Two amputations 
were performed in the second month for gangrene 
and two after two years for osteomyelitis. Fracture in 
10 of these 14 cases was in the third quarter and in 
four in the fourth quarter of the tibia. 

Nonunion and delayed union were evaluated by con- 
sidering the number of grafts performed. Fifty-two 
grafts were classified as sliding inlay and “other” grafts, 
the letter including iliac and cortical onlay grafts and 
fibular transplants. Sixty-four per cent of the sliding 
grafts and 67% of the “other” grafts gave satisfactory 
results. Ninty-four per cent of the bone grafts were 
required in fractures of the middle quarters (the cor- 
tical portions) of the bone. It was noted on reviewing 
the films in this series that distraction produced by 
early traction or maintained by the pin and plaster 
method of external fixation contributed to slow heal- 
ing. Union was frequently delayed or inhibited in the 
cases in which Sherman or Venable plates were used 
(fig. 1F). Seven refractures occurred. Two were treated 
early by sliding grafts and the others by plaster im- 
mobilization. The refractures healed rapidly. 

Miscellaneous complications developed. Of these, 
a tight plaster cast applied primarily elsewhere re- 
sulted in disaster in two cases. Both were closed frac- 
tures of the lower middle quarter. One patient had 
sustained minor abrasions and was admitted to Brooke 
Army Hospital on the sixth day after injury, with a 
temperature of 104 F (40 C) and gas gangrene. He 
required an above-the-knee amputation on the day 
of admission. The other patient was admitted six 
months after injury, with a severe osteoporosis and 4 
Volkmann contracture. In two cases of first quarter 
fractures, tibial artery pulsations were obliterated. 
One patient recovered after fasciotomy of the anterior 
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compartment of the leg. One patient required ampu- 
tution after unsuccessful popliteal-space fasciotomy 
and exploration. 

Shortening was of significance in only three cases 
and was evident only in cases with severe comminu- 
tion or infection. Severe osteoporesis of the distal 
tibia and foot was a frequent observation in fractures 
of the lower quarter of the tibia. This was particularly 
true in the older, more obese, and more apprehensive 
individuals, even if the fracture healed quickly. One 
patient was followed for three years before satisfac- 
tory function and bone density returned. Knee and 
ankle stiffness have not been frequent problems in the 
present study. The ankle often had considerable early 
residual stiffness, and in a few cases manipulation 
aided recovery. Only in the extremely prolonged 
cases, especially with an ipsilateral femoral fracture, 
was the knee limitation significant. Overriding of more 
than a few millimeters was not evidenced in any cases 
from review of x-rays or summaries. 


Comment 


It is evident from this review that the surgeon un- 
dertaking the treatment of fractures of the tibial shaft 
is faced with many problems in management. He has 
great responsibility for the result, from initial treat- 
ment to final disposition. So much depends on his 
proper evaluation of the general condition of the pa- 
tient, of associated injuries, and of the degree of bone 
or soft tissue injury. Approximately 80% of the cases 
in this series were treated by nonoperative methods. 
If Eggers’ factors of contact, compression, and con- 
tinuity are present and the fracture is reasonably 
stable, closed treatment is indicated. 

If these four factors are not present, early surgery 
may well be advised. Sound surgical principles de- 
mand that the method of internal fixation be chosen 
that will be the most effective and the least traumatic. 
It would appear that long oblique fractures should 
have open reduction and screw fixation whenever the 
fracture line or fragments permit the application of 
screws at right angle to the cortex, as here there 
usually has not been appreciable soft tissue trauma. 
Short oblique and segmental fractures usually do not 
meet this requirement, and they may be treated by 
intramedullary fixation, if satisfactory positioning is 
not obtained by closed methods. Many of the dis- 
placed fractures of the lower quarter of the tibia, 
whatever type, are unstable, and fixation with screws 
may be preferred, if they can be applied transversely. 
If not, and if there has not been appreciable soft tissue 
trauma, then a slotted plate or Rush pins inserted 
through the malleoli at the proper time may give 
satisfactory results. Excessively comminuted fractures 
are probably best held by a pin-and-plaster method, 
with external skeletal traction, at least for the first 
four to six weeks. 

Large lacerated and avulsed wounds require dé- 
bridement, which should be preceded by adequate 
and repeated cleansing and irrigation for a minimum 
of 10 minutes by the clock. All attached bone frag- 
ments should be left in place. Closure or skin grafting, 
particularly of war-type and other contaminated 
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wounds, is more often successful if done from four to 
five days later. Internal fixation, at the time of débride- 
ment or at time of delayed primary closure, may be 
performed with the least possible additional exposure 
of bone if the surgeon is going to continue the treat- 
ment himself and is sure enough of his own skill and 
ability to avoid tissue trauma. 

The role of the fibula must be evaluated early and 
continuously. In some cases it stabilizes a severely 
comminuted fracture, whereas in others it distracts 
and is detrimental to tibial healing. If an osteotomy 
is done, it should permit sliding of the fibular frag- 
ments. Resection of the fibula away from the fracture 
site of the tibia is often to be preferred. In transverse 
fractures of the tibia, particularly, it may become 
necessary to resect a portion of the fibula to permit 
contact of the tibial fragments, after the absorption 
phase of bone healing takes place. Angulation and 
rotation can take place late, when the fibula is intact. 
and the tibia heals further under compression influ- 
ence (fig. 1G and H ). Rotation of the distal tibial frac- 
ture may well be the factor preventing satisfactory 
closed reduction, as may be posterior dislocation of 
the distal fibula. 

Antibiotics have made all of these operative meas- 
ures more successful, but the administration of them 
does not appreciably influence the treatment of in- 
fection already developed. However, healing of the 
bone in the presence of infection has been demon- 
strated frequently. It is felt that healing of the bone 
is our primary aim, as, when motion at the fracture 
site is eliminated, the infection is controlled with 
greater ease. 

There was one case in which a well-developed non- 
union proceeded spontaneously to solid bone union 
while the patient was immobilized in a_ skin-tight 
walking hip spica because of a fracture of the femur 
on that side (fig. 1/7). Ordinarily, nonunion or delayed 
union should be determined early (at approximately) 
three months) and, soft tissues permitting, the as- 
sistance of a bone graft should be provided. 


Summary 


In the management of fractures of the tibia, the fol- 
lowing factors have to be carefully evaluated: (1) the 
general conditicn of the pa‘ient and the bone and the 
amount of soft tissue injury, (2) the factors of contact, 
compression, and continuity, with some stability of 
the fracture, (3) the need for surgery and the choice 
of the method of internal fixation, (4) determination 
early, at approximately three months, of the need for 
a graft, if progress of union is not satisfactory, and 
(5) evaluation of the role of the fibula in the healing 
or prevention of the healing of the fracture of the tibia. 

There should be greater awareness of the dangers 
of open reduction. It is felt that this is a general 
problem, not one limited to one locality or to the 
armed services. So much depends on the surgeon’s 
skill and judgment, particularly on his evaluation of 
primary soft tissue injury and of the additional trauma 
of surgery for application of internal fixation. With 
closed treatment results are very satisfactory, and 
there is small risk, if skill in application of the plaster 
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cast is developed, if the cast is maintained as a “mold” 
of the part, if position is checked by x-ray after ap- 
plication of the cast until there is bony continuity, if 
alignment is corrected by proper wedging, and if the 
patient is encouraged to ambulate as soon as possible. 


44 South Dr., Great Neck, N. Y. 


Col. Milton S. Thompson, M. C., U. S. Army, collaborated in 
the original study at Brooke Army Hospital, on which this paper 
is based. 
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SOME PRINCIPLES IN THE CARE OF URINARY TRACT INJURIES 


John L. McCormack, M.D. 


and 


Alexander W. Kretz, M.D., Seattle 


Management of a patient with a urinary tract injury 
aims to reestablish an intact urinary tract for the drain- 
age of urine, to control hemorrhage, and to conserve 
the involved urinary organ. To accomplish this goal 
accurate diagnosis must precede definitive therapy. 


Kidney 


Despite the protection afforded each kidney by the 
thoracic cage, lumbar spine, and lumbar muscles, renal 
injuries result from direct trauma, from a crushing 
force, or from a sudden pull on the renal pedicle 
at the termination of a fall. Vehicle collisions and in- 
dustrial and sport accidents account for the great 
majority of wounds. Approximately 20% occur in chil- 
dren.’ Penetrating missiles or sharp objects may dam- 
age the kidney. Relatively light trauma may injure a 
kidney with preexisting disease, such as hydronephro- 
sis, renal cysts, or renal carcinoma. 

The clinical findings in a patient with renal injury 
vary with the amount of bleeding and urinary extrav- 
asation, but most such patients have clinical shock, 
pain in the kidney area (80%), and hematuria (80%) 
and may have a palpable mass in the loin (20%). It 
must be remembered that trauma sufficiently violent 
to cause renal lacerations may injure other organs, in- 
cluding the spleen, liver, diaphragm, and lung (about 
30% ), or cause bone fractures anywhere in the body 
(63% ).° 

The patient's associated injuries may assume prior- 
ity in treatment, with renal injury, of necessity, being 
cared for conservatively. The excepticn to this is the 
fragmented kidney, in which case immediate control 
of massive hemorrhage is required. Seldom is the sur- 
face wound of such severity to require attention, ex- 
cept in penetrating missile wounds. The treatment of 
shock should be started immediately. 


Read at the 10th Clinical Meeting of the American Medical 
Association, Seattle, Nov. 27, 1956. 


* Most kidney injuries can be managed conserva- 
tively, but, when definite indications for surgical 
intervention exist, efforts should be directed toward 
conservation of renal tissue. The clinical findings in a 
patient with renal injury vary with the amount of 
bleeding and urinary extravasation, but, when such 
damage is suspected, radiologic examination must 
be undertaken as soon as the shock-like state is ade- 
quately stabilized. To anastomose a severed ureter, 
an oblique, or side-to-side, technique is recom- 
mended. 


Radiologic Examination.—When renal damage is sus- 
pected, radiologic examination must be undertaken as 
soon as the shock-like state is adequately stabilized. A 
plain x-ray film of the abdomen may show evidence of 
tumefaction in the renal fossa (obliteration of the 
psoas shadow, displacement of gas shadows in the in- 
testine, or changes in the size or shape of the renal 
mass ).° Excretory urography, with use of one of the 
newer diagnostic mediums and _ utilization of lower 
abdominal ureteral compression when feasible, may 
demonstrate renal injury. Equally important, the func- 
tion of the uninvolved kidney will be clarified. With 
no function or poor excretion on the side of the sus- 
pected injury, retrograde pyelography is indicated, 
provided the patient can tolerate the desired anesthe- 
sia. 

By combining data obtained from the history, the 
patient's complaints, the physical findings, and_ the 
x-ray changes, Sargent and Marquardt * attempted to 
categorize renal injuries into contused, fractured, and 
fragmented. 

The patients with contused kidney (fig. 1A), who 
comprise about 58% in the series of Sargent and 
Marquardt,* show minimal signs of shock and pain, no 
mass in the loin, hematuria (trace to 4+), normal 
perirenal shadows by x-ray, and an almost intact pye- 
logram. 
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With a fractured kidney (fig. 1B), there is a greater 
degree of shock, pain in the loin with muscular rigidity, 
possibly a palpable mass in the loin, and hematuria 
(1+ to 4+), and pyelograms may show medium pass- 
ing from the pelvis into the renal parenchyma or 
through the renal capsule into the perirenal tissue. 
The perirenal fascia, if intact, will confine the extrav- 
asation within its anatomic relations. Such cases of 
fracture of the kidney comprise 35% of cases.* 

When injury results in fragmentation of the kidney 
(fig. 1C), (9 to 17% of reported series °), the clinical 
signs reflect massive blood loss with urinary extravasa- 
tion and the pyelograms show complete disruption of 
normal pelvic architecture. There are severe and pro- 
longed shock, a rapidly developing mass in the flank, 
and hematuria (trace to 4+). 

Many renal injuries do not permit such simple classi- 
fication, for small lacerations may bleed profusely and 
form clots in the renal pelvis or ureter and thus alter 
the clinical and x-ray findings, or significant tears in 
major vessels may be spontaneously arrested only to 
be revealed by delayed bleeding or impaired renal 
function. 

Nonsurgical Management, — The contused kidney 
will heal with conservative management. The patient 
with a fragmented kidney presenting signs of massive 
blood loss with concomitant shock requires prompt 
control of bleeding, usually accomplished by ligation 
of the renal pedicle and nephrectomy. 

In the remaining 35% of renal injuries, nonsurgical 
management is preferable until a definite indication for 
surgical intervention is observed.® After the diagnostic 
procedures have indicated the extent of renal damage, 
complete bed rest is mandatory. An indwelling ure- 
thral catheter permits visual appraisal of the degree of 
hematuria and can be irrigated with saline solution, 
when necessary, to remove bladder clots. Gentle pal- 
pation of the injured kidney permits detection of peri- 
renal hematomas as well as estimates as to whether an 
existing mass is changing in size. 

Exploration of Injured Kidney.—When muscle spasm 
prevents satisfactory palpation of the kidney, increas- 
ing pain suggests continued expansion of a hematoma 
confined within an intact perirenal fascia. This is illus- 
trated by the following case. 

A 21-year-old logger was struck in the right flank by a rolling 
piece of timber. Intravenous pyelography showed normal func- 
tion and architecture of the right kidney on the day of the 
accident and was unchanged on the fourth hospital day. Muscle 
spasms were so severe that no mass could be palpated in the 
flank. The pain in the loin, which radiated to the right testis, 
was not controlled by large doses of morphine sulfate or 
dihydromorphinone (Dilaudid) hydrochloride. The hematuria 
persisted, with clots forming in the bladder. Renal exploration 
revealed a fibrous, intact Gerota capsule, with extensive hema- 
toma surrounding the kidney, extending along the upper one- 
third of the ureter. The oozing laceration on the anterior renal 
surface was closed with mattress sutures without increasing the 
renal infarct. After the evacuation of the hematoma, adequate 


drainage was established, and the patient made an uneventful 
recovery. 


The presence of an increasing renal tumefaction; 
massive, unrelenting hematuria; x-ray or clinical evi- 
dence of extravasation of urine; or severe persistent 
pain is indication for the exploration of an injured 
kidney, Prior to surgery the function of the opposite 
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kidney must be known in order to recognize the rare 
cases of contrecoup injury, preexisting disease, or con- 
genital renal hypoplasia or agenesis. 

Exploration of the renal fossa is best performed 
through the usual flank incision, either subcostal or 
traversing the bed of the 12th rib. When intraperito- 
neal exploration is indicated, the incision can be extend- 
ed medially. Extravasated blood should be evacuated. 
Polar fractures may be managed by primary closure 
or partial nephrectomy, depending on the extent of as- 
sociated renal infarction, When all or part of the kid- 
ney has been conserved, in addition to nephrostomy 
for postoperative drainage, a longitudinal incision 
about 2 cm. long in the renal pelvis or upper ureter 
permits escape of urine and blood if other drainage 
routes become obstructed. Adequate drainage of the 
renal fossa can be obtained by a split tube placed in- 
side a fenestrated Penrose drain. Nephrectomy is in- 
dicated when the patient’s general condition does not 
allow prolonged conservative surgical procedures or 
when the renal blood supply is significantly impaired. 

Antibiotic Therapy.—Prior to the development of 
antibacterial drugs, infection of an injured kidney or 
of a hematoma posed a serious problem, Broad-spec- 
trum antibiotic therapy, oral or parenteral, commenced 
at the time of the original survey of the patient and 


Fig. 1.—A, contused kidney. B, fractured kidney. C, frag- 
mented kidney. 


continued until his complete recovery, largely elimi- 
nates the complicating factor of sepsis. If a hematoma 
that is being treated conservatively becomes infected, 
surgical drainage is indicated. 

Reevaluation.—The injured kidney in those patients 
managed conservatively should be reevaluated by ex- 
cretory urography two to six months after recovery. 
The complications of renal injury include delayed 
bleeding, renal infarction with impaired renal func- 
tion, renal hypertension, renal cysts, obstructive urop- 
athies, and urinary tract infection. Each complica- 
tion requires individual treatment. 


Ureter 


Most injuries to the ureter occur as accidents during 
surgical procedures on organs located within the pelvis. 
Ureters may be perforated when ureteral instruments 
are passed retrograde; they are rarely damaged in 
penetrating missile wounds.’ Although the location of 
the ureter coursing loosely through the retroperitoneal 
areolar tissue is fairly constant, it may be displaced by 
intraperitoneal or extraperitoneal masses, including a 
vesical diverticulum, or encompassed and incorpo- 
rated into inflammatory or malignant processes. 
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Preoperative intravenous urography on_ patients 
with known or suspected intrapelvic masses may dem- 
onstrate significant deviation of a ureter. Preoperative 
ureteral catheterization, a simple procedure, is good 
insurance. If a ureter is accidentally damaged, the 
presence of a catheter will make recognition more 
certain and management easier.” 

Damage During Surgery—When ureteral damage 
is suspected during a surgical procedure, dissection and 
careful inspection of the ureter will usually resolve the 
doubt. The intravenous administration of indigo car- 
mine may demonstrate extravasating urine. If the ques- 
tion of ligation of a ureter arises, the ureter can be 
opened at a point cephalad to the area in question 
with a l-cm. longitudinal incision and a ureteral cath- 
eter passed anterograde into the bladder. 

Longitudinal incisions or longitudinal lacerations in 
the ureter, if not over 2 cm. long, need not be sutured 
or splinted, but adequate extraperitcneal drainage is 
essential, Partial transection of a ureter should be 
closed with one or two 0000 chromic absorbable surgi- 

cal sutures placed in the ureteral serosa and muscu- 
laris and a ureteral catheter placed as a splint. 


ater 


Fig. 2.—Types of ureteral anastomoses: a, end-to-end; b, 
oblique or spatula; c, side-to-side. 


A completely transected ureter should be reunited at 
the time of injury or the urine diverted until a second- 
ary anastomosis can be done. Intentional ligation of a 
severed ureter might result in silent death of a kidney, 
but, in addition to the many possible complications, 
this is a needless sacrifice of functioning renal tissue. 

Types of Anastomoses.—In a severed ureter, primary 
end-to-end anastomosis has failed in over 20% of the 
cases in reported series.” Most failures are due to the 
formation of a ureteral stricture. In an effort to elimi- 
nate the circular formation of cicatricial tissue, side-to- 
side or oblique anastomoses as suggested by Nelson *° 
have been employed with success (fig. 2). By mobiliz- 
ing both segments of a severed ureter, adequate over- 
lapping is obtained. Either anastomosis is closed with 
0000 chromic absorbable surgical sutures placed in the 
serosa and muscularis. In the side-to-side method, ad- 
ditional 0000 plain absorbable surgical sutures may be 
used to approximate the adjoining mucosal edges. 

Implantation into Bladder—When the ureter is sev- 
ered close to the bladder or the intramural portion of 
it is compromised and primary anastomosis is techni- 
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cally impossible, the ureter can be implanted into the 
bladder. In this maneuver, after the lower portion of 
the ureter is mobilized and the bladder opened, the 
ureter is passed through an oblique stab wound into 
the bladder and the split ureteral mucosa is sutured to 
the bladder mucosa. Reinforcing sutures fixing the 
ureteral muscularis and serosa to the outside of the 
bladder wall will help maintain the implant. To insure 
good drainage of the urine, the ureter must be placed 
in the lower fixed portion of the bladder as close to 
the trigone as feasible. 

Splinting.—Various methods have been advanced to 
splint a ureteral repair, with or without urinary diver- 
sion.'' After a primary ureteral repair in which the 
ureteral caliber has been maintained, a ureteral cathe- 
ter or soft rubber tube, 6 to 10 F., placed throughout 
the length of the ureter and either coiled in the bladder 
or brought through the urethra next to a Foley catheter 
will allow the urine to pass the anastomosis through or 
around the splint. In delayed ureteral repairs when 
renal function has been impaired by partial ureteral 
obstruction, some form of urinary diversion may be 
advisable. The splints should be maintained for 10 
days to 2 weeks. Adequate extraperitoneal tissue drains 
for six to eight days are essential in all types of ureteral 
injury. 

Delayed Recognition.—Patients with unrecognized 
ureteral injuries may develop hematuria, pain in the 
flank or ureteral colic, urinary extravasation, or a 
urinary fistula during the postoperative period. Excre- 
tory urography demonstrates impaired renal function 
on the involved side and partial ureteral obstruction 
and may show extravasation. Cystoscopy with at- 
tempted ureteral catheterization, intravenous dyes, 
and ureterography can be employed in order to ap- 
praise the extent of ureteral damage. A ureteral cathe- 
ter rarely can be passed by a partially severed ureter 
to act as a splint and allow healing. More often, a 
second surgical procedure will be necessary, to per- 
form a ligation of a ureter, an anastomosis, or urinary 
diversion. If urinary extravasation has been extensive, 
treatment delayed, or the patient’s condition poor, a 
nephrectomy may be the procedure of choice. 

Management.—With any method of repairing a 
ureteral injury, antibacterial drug therapy must be 
adequate to control infection. The broad-spectrum 
antibiotics are excellent for this purpose. A catheter 
remaining as a splint for a prolonged period acts as a 
foreign body serving as a nidus for precipitation of the 
urinary calcium salts. A dilute urine assured by ade- 
quate oral fluid intake will minimize this danger. 
Therapy with salicylamide given orally may also re- 
duce salt precipitation. When a ureter has been it- 
jured, regardless of the technique of repair, excretory 
urograms should be taken a few months after recovery 
so that the success of the maneuver may be evaluated. 


Bladder 


Industrial and automobile accidents are responsible 
for most traumatic injuries to the bladder, but injuries 
also occur during surgery on the pelvic organs and 
during endovesical instrumentation. 
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Extraperitoneal and Intraperitoneal Rupture.—An 
empty urinary bladder is practically immune to injury 
from external forces except in association with fracture 
of the bony pelvis or penetrating foreign bodies. Extra- 
peritoneal bladder rupture occurs when a bone spicule 
from a fractured pelvis lacerates the bladder or when 
distortion of the symphysis tears the ligamentous at- 
tachments of the bladder neck and prostate. 

When distended, the bladder can be ruptured by di- 
rect forces without bone injury. Sudden pressures on a 
bladder filled with urine distributes the hydrostatic 
forces equally and the rupture occurs at the weakest 
area—the dome or peritonealized surface of the blad- 
der. The hypalgesic distended bladder of alcoholic 
and tabetic persons is subject to intraperitoneal dam- 
age.” About one of six bladder ruptures associated with 
pelvic fractures result in intraperitoneal rupture."* 

Diagnostic Procedures.—The diagnosis of bladder 
rupture is based on the history of trauma, physical 
findings, and cystography. The physical findings of 
intraperitoneal rupture are those of peritoneal irrita- 
tion, which will vary according to the volume of urine 
which soils the peritoneal cavity. Extraperitoneal rup- 
ture is associated with lower abdominal pain, tender- 
ness and muscular spasms due to extravasation of 
blood and urine, and symptoms of disruption of the 
bony pelvis. In either type of bladder injury the 
patient is unable to void, but this may also be true in 
pelvic fractures without bladder rupture. The appear- 
ance of the bladder urine can be misleading, as a rup- 
tured bladder may contain clear urine. 

The most valuable diagnostic procedures are intra- 
venous pyelograms and retrograde cystourethrograms. 
The retrograde film should include the prostatic ure- 
thra, as that part of the urinary tract is particularly 
prone to injury because of its attachments under the 
pubic arch. A cystogram is made by introducing a 
catheter into the bladder under aseptic conditions and 
exposing a film after filling the bladder with a 5% 
solution of radiopaque medium. If there has been a 
rent in the tissues, the cystogram will show the dye 
outside the confines of the bladder. If air is injected in- 
to a bladder with an intraperitoneal rupture and an 
upright x-ray taken, free air will be seen under the 
diaphragm. The so-called tear-drop bladder seen in 
the cystogram of a patient with a fractured pelvis is 
not characteristic of rupture per se but of extensive 
perivesical hemorrhage.*** 

Surgical Treatment.—When shock is corrected, surgi- 
cal treatment of a ruptured bladder should be prompt 
so as to divert the urine, contro] bleeding, and drain 
extravasated urine and blood. A pelvic fracture may be 
treated at the same time. Intraperitoneal rupture re- 
quires that the urine and blood be aspirated from the 
peritoneal cavity and the peritoneum closed. In wounds 
caused by a penetrating object (bone or foreign body ), 
the intestines should be examined for possible injury. 
The bladder should be explored carefully and each 
laceration closed. A large caliber (30-34 F.) cystos- 
tomy tube placed through a stab incision in the extra- 
peritoneal bladder surface diverts the urine. Control 
of bleeding may prove difficult in ruptures on the 
extraperitoneal surface or in those involving the pros- 
tatic urethra. Approximation or realignment of the 
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symphysis pubis will aid in maintaining prostatic 
relations and in healing of the urogenital diaphragm. 
Torn puboprostatic ligaments should be sutured to the 
prostatic capsule, when possible. After the cystostomy 
has been maintained for 7 to 10 days, transurethral 
catheter drainage should be substituted for an addi- 
tional 5 to 7 days. Split-tube Penrose tissue drains are 
needed for at least six days, especially to the retropubic 
space. 

Surgical injuries to the bladder during pelvic sur- 
gery should be closed immediately by suturing the 
bladder in two layers and maintaining transurethral 
bladder drainage for eight days. If doubt exists re- 
garding the inadvertent opening of a bladder, a dilute 
colored dye solution, i. e., sodium indigotindisulfonate 
(indigo carmine ), injected through a urethral catheter 
will demonstrate extravasation. This procedure may 
also be employed during the immediate postoperative 
period after gynecologic surgery. If a small vesico- 
vaginal fistula is identified, urinary diversion adequate 
to allow spontaneous healing may be supplied by a 
24 F. Foley catheter placed in the urethra, and the 
patient should be kept constantly prone for 5 to 10 
days. A large vesicovaginal fistula usually requires a 
secondary surgical closure. 


Urethra 


Injuries to the urethra have serious import because 
of stricture formation, requiring treatment for the rest 
of the patient's life. 

Location of Injury.—Urethral injuries occurring 
above the urogenital diaphragm due to fracture of the 
pelvis usually result in urinary extravasation similar 
to that in extraperitoneal rupture of the bladder, since 
there is loss of voluntary sphincter control. The man- 
agement is similar in the two cases, requiring control 
of hemorrhage, urinary diversion by cystostomy, and 
perivesical drainage.'* Torn puboprostatic ligaments 
sutured to the prostatic capsule aid in restoring func- 
tional relations. Traction on an indwelling 30-cc. Foley 
catheter will further approximate mucosal edges. A 
splinting urethral catheter must be placed to allow 
healing of the tract. 

Injuries distal to the urogenital diaphragm occur in 
the so-called straddle or hod-carriers accidents, in 
which a sudden force is exerted in the perineum com- 
pressing the urethra against the undersurface of the 
symphysis pubis. These injuries differ from others in 
the urinary tract by the absence of immediate urine 
extravasation and by the fact that urine contamination 
does not occur unless the injured patient attempts to 
void.'™* 

The diagnosis is suspected by the history of the in- 
jury and the presence of blood oozing from the ure- 
thral meatus. Efforts at catheterization fai] because of 
loss of continuity of the urethral mucosa; such efforts 
usually provoke fresh hemorrhage. The location of the 
rupture can be further confirmed by an oblique ure- 
throgram, with a radiopaque substance mixed with a 
water-soluble lubricant being used as a contrast me- 
dium during exposure. The urethrogram is indicated 
only if the diagnosis is in doubt. Oils should not be in- 
jected into a lacerated urethra, either as a lubricant or 
medium of radiopaque material. 


| 
of 
to 
to | 
re 
d 
le 
It 
| 
| 
n 
al : 
0 
1S 
e 
— 
T 
a q 
a —— 
— 
n 
a 
y 
y 


1184 URINARY TRACT—McCORMACK AND KRETZ 


Treatment.—Treatment requires the placement of a 
splinting urethral catheter. If the injury is recent, direct 
urethroscopy may locate the channel; thus a catheter 
may be passed across the defect into the bladder. If 
this procedure fails, the surgeon must be prepared to 
open the bladder and, by probing through the internal 
vesical orifice and the urinary meatus, join urethral 
sounds so that one or the other traverses the ruptured 
area, A 24 F. catheter fixed to the end of the sound is 
then drawn through the urethra. The perineal hema- 
toma can be drained through multiple stab wounds 
with the use of through-and-through Penrose wicks. 

It is not necessary to suture the separated urethral 
mucosal edges, but a catheter splint should be main- 
tained for at least two weeks. Follow-up care demands 
periodic urethral dilations so as to anticipate fibrous 
stricture formation. Therapy with cortisone given oral- 
ly is being tried by some in the hopes of slowing heal- 
ing and reducing the formation of fibrous tissue. In 
these cases the catheter splint should be maintained 
for an additional 10 days. Adequate antibacterial ther- 
apy is essential in this as well as in all other urinary 
tract injuries. 


Comment 


Careful evaluation of each kidney injury usually 
reveals the extent of damage. Most kidney injuries can 
be managed conservatively, but when definite indica- 
tions for surgical intervention exist, efforts are directed 
toward conservation of renal tissue. Ureteral injuries 
occurring during surgery should be treated at the time 
of injury. When a damaged ureter requires anastomo- 
sis, oblique or side-to-side techniques have proved sat- 
isfactory. Bladder rupture is a surgical emergency re- 
quiring prompt recognition and adequate treatment 
by closure, drainage, and urinary diversion. Urethral in- 
jury requires catheter splinting for an adequate length 
of time, with the hope of minimizing stricture forma- 
tion. Each patient with a urinary tract injury should 
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also receive proper supportive care, which includes 
the treatment of shock, drainage of extravasated urine. 
parenteral administration of fluids, and the judicious 
use of antibacterial drugs. 


719 Summit Ave. (4) (Dr. McCormack). 
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Hypernatremia in Infants.—Hypernatremia associated with the fluid and electrolyte imbalances 
of infant diarrhea . . . occurs (a) in patients who develop water depletion due to losses in stool 
and insensible losses and to the high renal water requirement of infants, and (b) because of 
sodium administration in excess of the excretory capacity of the kidney. Clinical features in- 
clude marked weight loss despite little or no evidence of loss of extracellular volume. The skin 
may be doughy and is dry. The patients are lethargic and may show profound neurologic 
changes, including coma, apnea, abnormal tendon reflexes, muscular rigidity, and convulsions. 
Rapid dilution of the hyperosmolar state may cause signs consistent with water intoxication. 
Edema may occur. Laboratory confirmation of the diagnosis can be obtained by measure of 
the serum sodium concentration by flame photometry or with a “bedside” determination of the 
serum total base concentration or by summation of measured anions. The disturbance is pres- 
ent in approximately one out of four infants with moderately severe or severe imbalances due 
to diarrhea. While water depletion is the chief cause, the administration of excessive sodium 
in repair solutions may be responsible. Review of the pathogenesis of the disturbance in these 
patients and of the pertinent literature suggests that the renal ceiling for sodium excretion in 
infants with fluid and electrolyte imbalances may not exceed 5 to 10 mEq. per kilogram of body 
weight per day. Optimum management during repair has been achieved by treating the pa- 
tients as if in acute renal failure and proceeding slowly with allowances to cover current losses 
plus small additional increments for repair.—A. L. Skinner, M.D., and F. C. Moll, M.D., Hyper- 
natremia Accompanying Infant Diarrhea, A. M. A. Journal of Diseases of Children, December, 
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TREATMENT OF UNDESCENDED TESTIS AND ITS COMPLICATIONS 
John R. Hand, M.D., Portland, Ore. 


In the treatment of undescended testis, the most 
important decision confronting the physician is the age 
at which he should attempt correction. It is especially 
important when there is bilateral involvement. Yet, 
there is much indecision among physicians as to what 
constitutes the proper age. 

Partly responsible for the indecision is the possibility 
of delayed spontaneous descent, occasionally after 
puberty. Waiting for this to occur has in some in- 
stances resulted in descent at an age favorable to 
fertility, but in other instances it has led to delay in 
treatment of testes that cannot descend unaided and 
has resulted in impaired function of the germinal 
epithelium. The tendency to wait is greater when only 
one testis is involved. 

Also responsible for the indecision is the emphasis 
on early orchiopexy, at least by the age of 5 or 6 years, 
which has been encouraged by comparative studies of 
microsections from undescended and normally de- 
scended testes.’ These have shown that up to 5 years 
of age there is no recognizable difference in unde- 
scended and normally descended testes. From 5 years 
of age to puberty, the undescended testis exhibits a 
noticeable lag in tubular growth. After puberty it 
shows interference in maturation of the germinal cells. 
The interference progresses in accordance with the 
position of the testis and the time i! remains out of 
the scrotum. First, the germinal ce'ls are damazed, 
then, the Sertoli cells are destroyed, and, finally, the 
Leydig cells are involved. 

Reports in the literature indicate that the changes 
caused by retention do not impair fertility, if the 
testes reach the scrotum by puberty.” My own studies 
support this observation.* In 15 men who fathered 
children after bilateral retention, at least one testis 
was in the scrotum before or at puberty—in 13 men by 
12 years of age, in 1 by 13, and in 1 by 14 (see table). 
Thus, puberty can be said to represent the limit of 
extrascrotal residence without danger of irreparable 
damage to the germinal epithelium. Since boys mature 
at different ages, the appearance of the first pubic 
hair should be the criterion of puberty and not the age. 
Further, it must be remembered that not all testes 
behave the same. The variation in their behavior, not 
only in different patients but also in the same patient, 
is apparent in the table. 

The infertility of three married men, despite scrotal 
residence of one or both testes at a favorable age, 
raises an interesting question. Clinical studies dis- 
closed that two had oligospermia; the third had 
aspermia and a high gonadotropin level, indicating 
testicular failure. In the absence of histological con- 
firmation, it can only be surmised that the poor 
spermatogenesis was due to congenital defectiveness 


from the Department of Urology, the Portland Clinic. 


Read before the 10th Clinical Meeting of the American Medi- 
cai Association, Seattle, Nov. 27, 1956. 


* The most important decision confronting the physi- 
cian concerning treatment of undescended testis is 
the age at which he should attempt correction, From 
5 years of age to puberty, the undescended testis 
exhibits a noticeable lag in tubular growth, and after 
puberty there is interference in maturation of the ger- 
minal cells. These changes, however, do not seem to 
impair fertility if the testes reach the scrotum by pu- 
berty. Eight years is a desirable age for treatment, 
unless clinical complications make earlier interven- 
tion necessary. Treatment consists of hormone stimu- 
lation, operation (orchiopexy, orchiectomy, or explo- 
ration), or replacement medication, or a combination 
of all. 


of the testes or operative trauma in the patient who 
had had bilateral orchiopexies at 11 years of age and 
to congenital defectiveness of the testes in the two 
patients who had had spontaneous descent of the 
testis on one side at 12 years of age. Biopsies, if the 
patients would consent to having them made, should 
be of value in explaining the reason for the infertility. 
Additional light on this complicated problem should 
come from study of the fertility performance of the 
patients in the series who are as vet not married. The 
table shows a sliztht'v hicvher incidence of paternity 
amon ~ t’:e patients who had had bi'ateral spontaneous 
descent than amon” those who had been subjected to 
bilateral orchiopexy at comparable aves. While the 
series is small, it points to the desirability of giving 
the testes an opportunity to descend spontaneously. 

Waiting for spontaneous descent to occur need not 
be prolonged today beyond the latitude of safety. 
Adequate hormone stimulation, which will be dis- 
cussed later, demonstrates in a short time whether 
descent can be induced. However, careful questioning 
and equally careful physical examination, repeated as 
necessary, are essential in differentiating the testis that 
is likely to respond to hormone stimulation from the 
one that may not. 


Diagnostic Considerations 


Factors Favorable to Spontaneous Descent.—Often 
the parents or the referring physician will report 
having observed the testis in the scrotum on one occa- 
sion or another, usually soon after the birth of the 
child, in cases in which spontaneous descent will 
probably take place. Also, the examining physician 
may observe migra ion of the testis on repeated exam- 
inations, or he may be able to manipulate the testis 
to the scrotal neck or into the scrotum. The retracta- 
bility of these testes is due to contraction of the 
cremaster muscle. Ultimately they will descend spon- 
taneously in all but exceptional instances. Despite 
their prolonged absence from the scrotum, they re- 
semble normally descended testes in at least two 
important respects: 
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1. The funicular portion of the processus vaginalis, of ultimate spontaneous descent. The repeated migra. 
which forms the innermost layer of the bursa,* obliter- tions of the testis may so weaken the fibers holding it 
ates. This view is supported by the observation that in the scrotum that they break away. Left loose, the 
there were no concurrent hernias in a series of pa- testis may retract to the superficial inguinal pouch, 
tients with 44 testes reaching the scrotum spontaneous- which is the area lying between Scarpa’s fascia and 
ly at ages varying from 7 to 21 years.** However, the external oblique muscles and which includes the 
hernias developed in four testes after scrotal residence. space superior, lateral, and inferior to the external 
Conversely, in the mechanically obstructed testis, the ring.” In one of my patients such a testis became 
processus vaginalis is almost always patent, even trapped in the superficial inguinal pouch. Because of 
though a hernia cannot be demonstrated clinically. this possibility, retractile testes must be watched care- 

2. The temporary scrotal residence of some retrac- fully until their scrotal residence is certain. 
tile testes, as well as their direction toward the Undoubtedly, some testes have mobility that is not 
scrotum on manipulation, suggests that they are at- detected by the patient or the parents, and it should be 
tached to the elastic fibromuscular tissue of the scro- borne in mind that the examining physician cannot 
tum by the projecting fibers of the external spermatic always demonstrate mobility in testes that ultimately 


Course of Bilaterally Retained Testes and Subsequent Fertility in Forty-five Patients 


One or Both Testes Down by Puberty Both Testes Down After Puberty 
re Married Patients Married Patients 
No. of No. of —~ Unmarried No. of - ~ Unmarried 
Route to Serotum Patients Patients Fertile* Infertile Patients Patients Fertile* Infertile Patients 
Bilaterally delayed, 
spontaneous coe 13 13 9/9t 7/13 one 
10/10 9/98 
10/12 9/9 
12/12 9/128 
12/18 10/128 
13/15 12/128 
(6 fertile, 100%) 12/128 
Bilateral orchiopexy (1 stage)...ccccce 18 4 10/10 11/11 2/28 4 cau 18/18 ne 
1/11 4/4 21/21 
11/11 6/15 25/25 
12/12 8/8§ 25/25 
(4 fertile, 80%) 8/98 
10/10 
12/12 
13/178 
15/15 
1 side, spontaneous descent; other side, 
orchiopexy eee 7 8/8 12/13 9/98 ese eve eee eee 
8/21 12/25 9/9t$ 
9/133 
(3 fertile, 60%) 
1 side, spontaneous descent; other side, 
agenesis or 8 3 11/23 15/45 eee eee ee 
(2 fertile, 100%) 
1 side, orchiopexy: 
other side, 4 bois 4 58/53 39/39 18/18 
(1 fertile, 50%) 223/33 

45 37 15(83.3%) 3 19 1(16.6%) 5 2 

* Patients with children. 

+ 9/9, both testes descended at 9 years of age. 

t Orchiopexy was 2-stage procedure; all others were 1-stage operations. 

§ Patient was from 10 through 19 years of age at recent follow-up. 
fascia (fig. 1). Clinical evidence of such attachment, descend spontaneously. Of the aforementioned 44 
in some boys, is a dimpling of the scrotal skin on testes, only 13 were mobile on initial or subsequent 
initiation of the cremaster reflex. This dimpling (fig. examination. It is noteworthy that 11 of the 44 testes 
1D) varies from slight to pronounced, depending on were not palpable on examination and presumably 
the force of the contraction of the cremaster muscle. descended from either the abdomen or the canal. 
It occurs at the point where the fibers of the external Probable spontaneous descent is also suggested 
spermatic fascia hold the testis to the fibromuscular when palpation above the testis discloses a small cord, 
tissue of the scrotum (fig. LC and D). In the normally which indicates that the bursa has obliterated. Still 
descended testis, similar response of the scrotum can another sign of possible spontaneous descent is an 
be demonstrated during clinical examination, and the open scrotal neck. This is evidence that fibers of the 
same kind of attachment is apparent when traction is external spermatic fascia have passed through the 
exerted on a normally descended testis during orchi- opening and become attached to the scrotal tissue at 
ectomy or repair of hydrocele. a lower level. 

Attachment of the fibers of the external spermatic Factors Unfavorable to Spontaneous Descent.—In 
fascia to the elastic fibromuscular tissue of the scrotum contrast to the foregoing, when fibers of the external 
allows the testis to move in the normal line of descent. spermatic fascia become attached away from the nor- 
However, mobility in this line is not an infallible sign mal line of descent, the bursa does not obliterate and 
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the processus vaginalis remains patent (fig. 1B). Move- 
ment of the testis is, then, limited to within the bursa, 
the extent of the mobility being determined by the 
size of the bursa (fig. 1B). Most often fibers deviating 
from the normal route are attached laterally along the 
border of the superficial inguinal pouch. Occasionally, 
the testis may also lie free in the pouch. Whether it is 
free or attached, the testis in this area becomes in- 
creasingly prominent as it is manipulated laterally. 
The testis palpable in the inguinal canal, on the other 
hand, becomes less prominent or disappears in the 
canal under similar lateral pressure. 

Attachment away from the scrotum is also suggested 
by a contracted scrotal neck. This is established when 
the scrotum cannot be inverted through the ring into 
the superficial inguinal pouch. 

A testis fixed in the superficial inguinal pouch, like 
one in the perineum or in the femoral area, will not 
reach the scrotum without operation. 

Other Clinical Considerations.—An impalpable testis 
increases the difficulty of differential diagnosis. Several 
factors may be responsible for its impalpability. 
Among these are (1) excessive fatty deposit in the 
pubic area; (2) smallness of the testis, especially if in 
the canal; (3) an abdominal position; and (4) agenesis 
or other congenital defects involving the testis, its 
appendages, its tunics, and the external ring. 

Fewer testes will elude detection if the examination 
is done in a comfortably warm room and if the physi- 
cian’s hands are also warm. It is good practice to begin 
the examination with scrutiny of the inguinal regions. 
Sometimes a bulge will show the position of a testis 
that might be difficult to locate when palpation is 
attempted. It is also important to observe the appear- 
ance of the scrotum. There will be no development on 
the side that has not harbored a testis even tempo- 
rarily (fig. 1B). At the same time, inspection should be 
made for evidence of pubic hair. 

Palpation should be done with the patient in both 
the supine and the standing positions. Bimanual 
examination is equally desirable. Initiating a cough or 
straining impulse may be of value not only in locating 
the testis but in distinguishing the one temporarily 
arrested in the canal from the one fixed at this level. 
In addition, it is helpful in demonstrating or ruling 
out a concurrent hernia. 

The obese patient may require several examinations. 
Instructing the patient or his parents to observe the 
inguinal area after a warm bath may disclose the site 
of the testis that cannot be palpated. A helpful maneu- 
ver in locating a testis in the normal line of descent 
above the scrotum is to initiate the cremaster reflex 
and watch the response carefully. As the cremaster 
muscle contracts, there is often a slight wave-like 
motion of the skin over the testis. 


Therapeutic Measures 


Treatment consists of (1) hormone stimulation; (2) 
operation, which is usually orchiopexy but may be 
either orchiectomy or simply exploration; and (3) re- 
placement medication in a few patients. In some 
instances one measure is sufficient. In others, a com- 
bination of measures is necessary. 
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Hormone Stimulation—The purpose of hormone 
stimulation is, primarily, to see if descent of a testis 
can be induced. This is accomplished if the testis is 
not mechanically obstructed and if there is no agenesis 
In other words, hormone stimulation merely hastens 
descent of the testis that could eventually descend 
spontaneously. It has the added advantage of aiding 
development of the testis, its cord structures, and the 
scrotum, and it is of particular value in boys with 
bilateral involvement. 


Fig. 1.—Schematic drawing showing, A, normally descended 
testis with external spermatic fascia opened to show cremaster 
muscle. Note fusion of external spermatic fascia to fibromuscu- 
lar tissue in bottom of the scrotum. B, testis attached to lateral 
border of superficial inguinal pouch by fibers of external 
spermatic fascia. Bursa has been opened to show patent 
processus vaginalis and wide separation of testis and epididymis 
Scrotal cavity on this side is small, which indicates that it has 
not harbored the testis. C, retractile testis attached by fibers of 
external spermatic fascia to fibromuscular tissue on lateral wall 
of scrotum. D, retractile testis attached to the fibromuscular 
tissue at bottom of scrotum. Note dimpling of scrotal skin, 
which occurs in response to initiation of cremaster reflex. 
Attachment of fibers of external spermatic fascia in scrotum 
keeps testis in normal line of descent; elasticity of fibromuscu- 
lar tissue, which forms part of the attachment, permits mo- 
bility. 


Not all patients are suitable candidates for hormone 
stimulation. It is not indicated when there is a con- 
current demonstrable hernia or torsion, when the 
testis is fixed in an ectopic position, or when the pa- 
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tient comes for treatment after puberty. It is indicated 
when the testis is impalpable, when it is arrested in 
the normal line of descent, and when its direction is 
questionable. 

Not long ago I removed the undescended testis of a 
73-year-old man. Exploration disclosed that fibers of 
the external spermatic fascia had formed a tube-like 
structure, which passed through the scrotal neck and 
was attached to the fibromuscular tissue at the bottom 
of the scrotum. Despite this attachment, the testis was 
arrested below the external ring. Hormone stimulation 
prior to puberty might have induced this testis to 
descend. 

The following brief case histories illustrate what 
can be accomplished with hormone therapy. 

Case 1.—A boy, aged 8, had a normally descended left testis. 
The right testis could be palpated below the external ring and 
could be moved some, The cremaster reflex on the right side 
was active but less so than on the left. The right cord could be 
palpated and seemed to be of normal size. Hernias were not 
demonstrated on either side. Hormone therapy was started to 
see if descent could be induced. After 16,000 I. U. units of 
chorionic gonadotropin had been given, the right testis de- 
scended into the scrotum. 


Case 2.—A boy, aged 9, had undescended testes bilaterally. 
The mother thought both had been in the scrotum at least once, 
but she was not sure. Each testis could be palpated at the ex- 
ternal ring. The right testis could be manipulated into the scro- 
tum; the left could be brought only to the upper part of the 
scrotum, There were a few pubic hairs. No hernias were demon- 
strated. 

In view of the bilateral retention and the evidence of ap- 
proaching puberty, hormone therapy was started to see if 
descent could be induced. After 24,000 I. U. of chorionic gon- 
adotropin had been given, the right testis descended into the 
scrotum but the left deviated laterally, as if it were headed 
for the perineum. The administration of 12,000 I. U. more of 
hormone brought the left testis into the scrotum too. 


The amount of hormone administered must be suffi- 
cient to insure descent in the absence of agenesis or 
mechanical obstruction, without producing sexual 
precocity and closure of the epiphysis. Dividing the 
total amount into relatively large doses given over a 
short period is less likely to be followed by undesir- 
able sequellae than administration of small amounts 
over a long period. While as little as 16,000 I. U. of 
chorionic gonadotropin, as in case 1, and occasionally 
less will induce descent of the testes in some patients, 
the majority of patients require a larger amount. In 
my experience, 40,000 I. U. of chorionic gonadotropin 
has been adequate. The hormone is given by intra- 
muscular injection in doses of 4,000 I. U. three times 
a week. If less than 40,000 I. U. effects descent, the 
injections are stopped. If the testis does not reach the 
scrotum within a month after the full course of 40,000 
I. U. is completed, it can be assumed it is mechanically 
obstructed or there is agenesis. Repetition of the 
course will not induce descent if the first course failed. 

Since the program outlined can be followed safely 
in children of any age, there is no reason why it cannot 
be instituted at the age of 5, but beginning the therapy 
at the age of 8 seems to be a better plan. This allows 
three more years for possible spontaneous descent, 
and, if hormone therapy at the age of 8 fails, orchi- 
opexy can still be done at a favorable age, even in the 
boy who matures as early as 9. Furthermore, the addi- 
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tional growth the boy has attained by 8 years of age 
facilitates any surgical measures that may be neces- 
sary. 

Surgical Intervention.—_If the hormone has not 
brought the testis to the scrotum, exploration is neces- 
sary for diagnosis. This should be done as soon as 
possible after failure of hormone therapy has been 
established, particularly if the child is then 8 or older. 
Every effort should be made to find the testis. This 
may require enlargement of the inguinal incision or a 
second incision at a higher level through the rectus 
muscle, which permits exploration up to the renal area. 
The latter procedure is indicated when the retention 
is bilateral. 

If the testis is found, it can be secured in the bottom 
of the scrotum with less tension on the vessels of the 
cord by a one-stage orchiopexy than by a two-stage 
operation. The primary steps in the one-stage pro- 
cedure that I favor are the following: 

1. Protection of the ilioinguinal nerve and freeing 
the bursa completely from its attachments. 

2. Continuation of the dissection cephalad to free 
the spermatic vessels well into the retroperitoneal 
space. The bursa is not opened until this dissection 
has been completed. 

3. High ligation of the processus vaginalis after it 
has been stripped from the spermatic vessels. 

4. Release of fibrous adhesions between blood 
vessels to gain additional cord length. Higher exposure 
can be obtained, if needed, by incising the internal 
oblique muscle laterally ° or by splitting the internal 
oblique muscle.’ 

5. Anchoring the testis in the bottom of the scrotum 
without tension on the vessels of the cord. This is done 
by means of two absorbable surgical sutures passed 
through the dartos and then through the visceral layer 
of the tunica vaginalis and tunica albuginea of the 
testis. 

6. Traction, which is obtained by a third suture of 
silk. Placed between the first two and in the same 
manner, the suture is brought out through the bottom 
of the scrotum and tied to a rubber band secured to 
the thigh. The traction suture is removed after from 7 
to 14 days, and ambulation is permitted 24 hours after 
the operation. 

7. Repair of the operative site by the Ferguson 
procedure, in which the cord is not transplanted but 
brought out at the most inferior portion of the incision. 

Testes of a child 5 years of age or younger are too 
small to permit the use of more than one suture. 
Occasionally, the smallness of a testis makes it desir- 
able to take the suture in the gubernaculum testis 
rather than in the tunica albuginia of the testis. When 
this is done, care must be taken not to kink the vas 
deferens or engage it in the suture. In some young 
children the use of even one suture is inadvisable. 
Such inadequate fixation of a testis increases the pos- 
sibility of subsequent retraction. Routine incision of 
the transversalis fascia and division of the deep epi- 
gastric vessels should be avoided. Although the trans- 
versalis fascia can be approximated, the abdominal 
wall may be so weakened that a direct hernia might 
develop. I have seldom found it necessary to resort to 
these measures. 
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If excessive shortness of the cord structures do not 
permit placing bilaterally undescended testes at the 
bottom of the scrotum, they should be anchored as low 
as possible outside the external rings. This will pre- 
serve the function of Leydig’s cells and prevent 
eunuchoidism. A second attempt to place the testis 
lower in the scrotum can be made later, as suggested 
by Cabot and Nesbit * and by Gross.” A unilaterally 
undescended testis may be removed if it cannot be 
brought into the scrotum, but no testis must be placed 
in the abdomen, where it cannot be watched for early 
signs of possible malignancy. 

Symptoms from concurrent torsion demand surgical 
intervention at any age. When the torsion is relieved, 
orchiopexy may be possible or orchiectomy necessary, 
depending on whether the torsion is acute or chronic 
and on the severity of the occlusion of the cord. Symp- 
toms from an associated clinically demonstrable her- 
nia, likewise, require operative relief. Orchiopexy is 
then combined with herniorrhaphy. Unless the testis is 
anchored with care, especially in the young child, it 
may retract. Torsion and hernia often compel the 
surgeon who would otherwise defer orchiopexy until 
just before puberty to do the operation earlier, some- 
times before the age of 5. 

While arrest of a testis in an ectopic position re- 
quires orchiopexy, it need not be done until the child 
is 8 years of age, if there are no complications. Orchi- 
opexy after puberty is done for cosmetic reasons, to 
preserve the function of Leydig’s cells, to prevent 
trauma, and to facilitate examination for possible 
malignancy. It should be emphasized that orchiopexy 
is not a safeguard against the development of malig- 
nancy. 

General Measures.—When the patient is obese, hor- 
mone or surgical treatment should be supplemented 
by suitable dietary restrictions. Some patients may 
need thyroid extract as well. 

Replacement Therapy.—lf exploration has disclosed 
bilateral agenesis or rudimentary testes, replacement 
therapy is necessary to compensate for the androgen 
deficiency. It should be instituted immediately after 
operation. Suitable measures consist of the prescribing 
of a high-protein diet, thyroid extract as indicated, 
and a testosterone compound in sufficient amount to 
correct hypogonadism. 

There are many testosterone perperations designed 
for intramuscular injection, subcutaneous implanta- 
tion, buccal absorption, and oral use. The choice is 
usually determined by convenience of administration 
for a given patient and by the cost, and the amount 
given must be adjusted to the specific needs of the 
individual patient. I have been able to control hypo- 
gcnadism with testosterone enanthate (Delatestryl) in 
sesame oil, 1 cc. or 200 mg. injected deep in the gluteal 
muscle at intervals of six weeks. Satisfactory mainte- 
nance is possible with methyltestosterone (Oreton-M) 
in buccal or oral tablets taken daily in amounts indi- 
cated. When this is not sufficient, the intramuscular 
injections can be repeated as necessary. 

The results following administration of testosterone 
are often dramatic, as in the following case. 
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Case 3.—A boy, aged 13, complained of bilaterally unde- 
scended testes. He gave a history of having had 12,000 I. U. of 
chorionic gonadotropin, the first injection having been given 
when he was 5 years of age. He was backward in school and 
maladjusted. On examination, neither testis could be palpated. 
The penis was small. There was no scrotal development. Ex- 
ploration at age 15 failed to demonstrate the location of either 
testis. 

After the exploratory operation, the endocrinologist he had 
been seeing gave him 300 to 450 mg. of testosterone every six 
months by intramuscular injection. Resuming his schooling 
while under this treatment, he gradually became well adjusted 
and was able to graduate from college. When he returned for 
examination at the Portland Clinic, at age 26, he was holding 
a responsible position. He had some pubic hair, but no scrotal 
development. The administration of 25 mg. of methyltestoste- 
rone for buccal absorption was advised to supplement the in- 
jections of testosterone, which he was now taking at monthly 
intervals in doses of 1 cc. (200 mg. ). 


Fig. 2.—Top, photomicrograph of section of left testis in 
patient in case 4. Note spermatogenesis, which was present in 
some tubules. Other tubules contained rare spermatogonia. In 
most tubules Sertoli’s cells only were seen. Bottom, photo- 
micrograph of section of mate, which failed to respond to 
hormone stimulation but descended spontaneously at 12 years. 
Some tubules contained Sertoli’s cells only and others occasional 
spermatogonia. Sections from both testes showed moderately 
developed interstitial cells. There were no prepuberal tubules 
in either section ( x 240). 


Importance of Treatment and Effects on Paternity 


As it has been pointed out, treatment may be de- 
ferred until 8 years of age, but it must never be 
delayed past puberty. Unfortunately, some patients 
are adults of 18 years of age and older when they 
first consult a physician regarding their undescended 
testes or return for treatment.“ Such neglect was 
probably more common in the past than it is today, 
and it should not occur in the future, if physicians 
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who deliver infants and those who see them later are 
aware of the optimum age for orchiopexy and impress 
the parents with the importance of having the opera- 
tion done by this age. 

However, it should be remembered that retention 
per se is not the only factor to be considered in 
evaluation of fertility. In the final analysis, paternity 
is determined by the quality of the testis. If it is con- 
genitally defective, it will not improve by scrotal resi- 
dence, whether it reaches the scrotum at the normal 
time or later at a still favorable age by either spon- 


Fig. 3.—Top, photomicrograph of section of normally de- 
scended testis with normal spermatogenesis in boy, aged 14. 
Bottom, photomicrograph of mate brought down by orchiopexy 
at 14 years, showing tubules smaller than those in scrotal testis. 
Some contain spermatogonia and Sertoli’s cells. Others showed 
Sertoli’s cells only. Prepuberal tubules are also seen ( x 240). 
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taneous descent or orchiopexy. This point is apparent 
in the following case, which is briefly reviewed, and 
in photomicrographs from testes of two other patients. 


Case 4.—A boy, aged 6%, was seen on Jan. 24, 1947, because 
of bilaterally undescended testes. Neither was palpated on 
examination. After he had received 5,000 I. U. of chorionic 
gonadotropin, the left testis descended to the scrotum. Another 
1,000 I. U. brought the right testis to the external ring. Six 
months later both testes were again impalpable. They could 
not be located when the child was reexamined two years later. 
Nine months after this, when the boy was 9 years of age and 
weighed 107 Ib. (48 kg.), the left testis was once more in the 
scrotum. It was small and soft. The right testis could not be 
located. 

Two subsequent annual examinations showed the same find- 
ings. On Oct. 10, 1952, the boy was 12 years of age and 
weighed 156 Ib. (70 kg.). The right testis was in the scrotum 
for the first time. It was small and soft. The left testis was also 
in the scrotum. While it too was small, it was larger and firmer 
than the right. 
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On Jan. 17, 1956, the boy was seen because of a lipoma in 
the left buttock. Both testes were in the scrotum. While they 
were smaller than normal, they were firm. There were no 
demonstrable hernias. Some pubic hairs were noted for the 
first time. The following July he came in to have the lipoma 
removed. During the operation, both testes were biopsied. He 
was then 16 years of age. His height and the finger-to-finger 
measurement were both 71 in. (180 cm. ). 

At the time of the biopsy the left testis had been in the 
scrotum seven years. A microsection (fig. 2, top) showed the 
tubules to be of normal size. In a few spermatogenesis was 
noted, In others there were rare spermatogonia. The right 
testis had been in the scrotum three years when the biopsy was 
made, or four years less than the left. A microsection (fig. 2, 
bottom) showed normal-sized tubules. Some contained occa- 
sional spermatogonia. In others Sertoli’s cells only were seen, 
The sections from both testes showed moderately developed 
interstitial cells. There were no inflammatory changes or 
juvenile tubules in the sections from either side. 

In these testes, which had descended spontaneously at an 
age favorable for fertility, scrotal residence did not produce the 
anticipated degree of maturity. The limited spermatogenesis 
and the occasional spermatogonia are consistent with congenital 
defectiveness. However, the boy matured late, since he had no 
pubic hair until] he was 15% years of age. The significance of 
the present histological and clinical observations should be 
clearer when they can be compared with his fertility after he 
marries. 


ars 


Fig. 4.—Top, photomicrograph of section of normally de- 
scended testis of boy, aged 14, showing normal-sized tubules 
undergoing spermatogenesis as well as small prepuberal 
tubules. Interstitial cells are normal. Bottom, photomicrograph 
of mate brought down by orchiopexy showing that tubules are 
small. Some contain spermatogonia, others Sertoli’s cells only. 
Small, thick-walled, prepuberal tubules are also present 
(x 240). 


Delayed tubular growth and congenital defective- 
ness are evident in microsections from testes of tw0 
other boys, each of whom had an undescended testis 
on only one side. At the age of 14, each had a one-stage 
orchiopexy, during which the undescended as wel! as 
the normally descended testis were biopsied. 
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In one boy, the normally descended testis showed 
no abnormality (fig. 3, top). The mate was fixed in the 
superficial inguinal pouch above the external ring, 
where it had turned back on itself. In this testis (fig. 3, 
bottom) the tubules were small. Some contained sper- 
matogonia and_ Sertoli’s cells. Others exhibited 
Sertoli’s cells only. Prepuberal tubules, indicating 
congenital defectiveness, were also present. 

In the other boy, the normally descended testis 
showed normal-sized tubules undergoing spermato- 
genesis (fig. 4, top). Small prepuberal tubules were 
also noted. The interstitial cells were normal. The 
mate was fixed in the superficial inguinal pouch, 
lateral to and below the external ring. In this testis, all 
the tubules were small (fig. 4, bottom), Some contained 
Sertoli’s cells only. In others, there were spermato- 
gonia. Small, thick-walled prepuberal tubules were 
also seen. It is of further interest that this boy’s 
brother also had an undescended testis. 


Summary 


Changes caused by a testis’ failure to descend per se 
do not impair fertility if the testis reaches the scrotum 
by puberty. In a small series of cases, bilateral spon- 
taneous descent gave a slightly higher percentage of 
fertility than bilateral orchiopexy at the same age. This 
speaks in favor of giving the testes a chance to descend 
spontaneously. Clinical signs of possible spontaneous 
descent are (1) mobility in the normal line of descent, 
(2) palpation of a small cord, (3) response of the scro- 
tum when the cremaster reflex is initiated, (4) a patent 
scrotal neck, and (5) absence of a demonstrable hernia. 

Adequate hormone therapy will hasten descent, 
provided there is no mechanical obstruction or agene- 
sis. Such therapy is of particular value in boys with 
bilateral retention. It should not be used when there 
is a concurrent hernia or torsion, when the testis is 
arrested in an ectopic position, or when the patient 
has passed puberty. 

It is best to defer hormone stimulation until the age 
of 8 years. This allows (1) more time for possible 
spontaneous descent but still enough for orchiopexy 
prior to puberty if descent has not been induced and 
(2) the development of a larger testis, which permits 
better fixation than can be accomplished in the 
younger child and, thus, lessens the possibility of post- 
operative retraction. Neither hormone therapy nor 
— intervention must be deferred beyond pu- 
verty, 
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In the evaluation of fertility, consideration must be 
given not only to scrotal residence by puberty but to 
the quality of the testis. This can be accurately deter- 
mined only by biopsy. 

1216 S. W. Yamhill St. (5). 
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Kindliness.—There is no sharp dividing line between scientist and clinician, though very few 
can aspire to excellence in both fields. Deductions drawn from careful and accurate observa- 
tion at the bedside are no less scientific than those based on work with a microscope or a test- 
tube in the laboratory. The hospital ward is the laboratory of clinical medicine... . : As teach- 
ers, we should try to cultivate in our students the spirit of curiosity, the desire to explore 
uncharted seas, the ambition to contribute to knowledge. This applies not only to those who 
later specialize, but also to those who become family doctors and, by reason of their calling, 
have opportunities denied to the consultant. At the same time, we must warn them that, when 
man is the experimental animal, scientific knowledge must never tempt them to do anything 
which might prove harmful to their patient. His welfare and happiness must always be their 
first consideration. Kindliness is a most important attribute in the clinician —C. Bramwell, 
M.A., M.D., F.R.C.P., Practice, Teaching, and Research, Lancet, Oct. 20, 1956. 
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MEDICAL SURVEY OF MARSHALLESE TWO YEARS AFTER EXPOSURE 
TO FALL-OUT RADIATION 


Robert A. Conard, M.D., Upton, N. Y., Lieut. Charles E. Huggins (MC), U.S.N.R. 
Bradford Cannon, M.D., Boston, Col. Austen Lowrey (MC), U. S. Army 


Lieut. John B. Richards (MC), U.S.N.R. 


This report concerns the medical follow-up survey 
of 82 Marshallese people two years after exposure to 
fall-out radiation. On Rongelap island, 64 people and, 
on Ailingnae, 18 people were exposed to the radiation 
on March 1, 1954, after an experimental detonation of 
a nuclear device some 100 miles away. Initial and 
follow-up studies on these people six months and one 
year after exposure have been reported. The following 
is a brief summary of previous findings, which can be 
found in detail in the previous reports." 


Background 


During the first 24 to 48 hours after exposure, about 
two-thirds of the persons in the Rongelap group ex- 
perienced anorexia and nausea, and a few vomited and 
had diarrhea. At this time many also experienced itch- 
ing and burning of the skin and a few complained of 
lachrimation and burning of the eyes. After this, the 
people remained symptom-free except for symptoms 
associated with skin lesions resulting from beta irradia- 
tions of the skin, beginning about two weeks after the 
accident. The effects of the irradiation can best be 
summarized according to the mode of irradiation 
under three headings: (1) penetrating irradiation, 
(2) skin irradiation, and (3) internal irradiation. 

Penetrating Irradiation—The Rongelap people re- 
ceived an estimated whole-body dose of 175 r and the 
Ailingnae people 69 r of gamma radiation. Depression 
of peripheral blood elements occurred as follows in 
the Rongelap people: Lymphocyte levels fell prompt- 
ly and by the third day were 55% of control values and 
in the children 25% of control values. These cells re- 
mained at this level, with only slight recovery by six 
months, At one year, there was further recovery, but 
they were still below control levels. Neutrophil levels 
fluctuated considerably during the first few weeks, but 
they fell gradually to a low of about 50% of control 
values by the sixth week after exposure. Recovery was 
slow. At six months, counts were still below control 
levels, but by one year they had returned to the level 
found in the control population. Platelet levels fell to 
about 30% of the control values by the fourth week. 
By six months, the levels were still depressed to 70% 
of control levels, and at one year the mean platelet 
count was still below that in the control population, 
but it was slightly higher than at the six-month survey. 
The depression of blood elements in the Ailingnae group 
was similar to that in the Rongelap group except 
that it was less marked. Changes in the hematocrit 
had not been remarkable in either of the two groups. 


From the Medical Department, Brookhaven National Lab- 
oratory (Dr. Conard), Naval Medical Research Institute, 
Bethesda, Md. (Lieutenants Huggins and Richards), and 
Walter Reed Army Hospital, Washington, D. C. (Colonel 
Lowrey ). 


* Detonation of a nuclear device in 1954 resulted 
in the exposure of 82 people to fall-out radiation 
consisting of a whole-body dose of gamma radia- 
tion, beta radiation to the skin from radioactive ma- 
terial in contact with the surface, and internal radia- 
tion from radionuclides absorbed from food and 
drink. Gastrointestinal symptoms occurred during the 
first 24 to 48 hours after exposure and then sub- 
sided. Irritation of skin and conjunctiva was seen 
during the same period. No subsequent abnormalities 
were seen in the eyes, but the skin manifested epila- 
tion and spotty lesions beginning about two weeks 
after the exposure. Residual skin lesions were found 
in 15 subjects two years after the exposure. Hemato- 
logical data show a progressive recovery from the 
initial damage. The general health of the exposed 
people was good, but the irradiated male children 
showed a mean deficiency of 5.33 cm. in height 
and 3.4 kg. in weight two years after the exposure. 
No comparable effect was seen in the girls. The 
quantitative data obtained from radiochemical anal- 
ysis of the urine showed that these people are still 
excreting cerium-144, praseodymium-144, and 
strontium-90, but in amounts estimated to be well 
below permissible levels. 


Beta Irradiation of the Skin.—No accurate estimate 
of the radiation dose to the skin could be made. Spotty 
lesions of the skin and epilation began to develop 
about two weeks after the exposure. The lesions oc- 
curred largely on exposed parts of the body that were 
not covered by clothing. Most of the lesions were 
superficial and exhibited pigmentation and dry, scaly 
desquamation and were associated with little pain. 
Rapid healing and repigmentation followed. Some 
lesions were deeper, exhibiting wet desquamation, and 
were more painful, and a few became secondarily in- 
fected. Repigmentation gradually took place in most 
lesions, and some of the healing lesions, particularly 
on the back of the neck, developed pigmentation of a 
grayish, dusky color and a thickening of the skin with 
“orange-peel” appearance. By one year, however, this 
type of pigmentation had greatly lessened. Deeper 
lesions on the dorsum of the feet continued to show 
lack of repigmentation, with scarring in some cases at 
one year. Histopathological studies of the skin showed 
changes consistent with radiation damage. Spotty 
transepidermal damage with atrophy and flattening of 
the rete pegs was a common finding, with areas of 
relatively normal skin between. The dermis was much 
less affected than the epidermis. Biopsies taken at six 
months showed considerable improvement, but with 
some persisting histopathological changes. 
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Internal Irradiation.—Radiochemical analysis of nu- 
merous urine samples from the exposed persons showed 
some degree of internal absorption of radioactive ma- 
terials, probably as a result of eating and drinking 
contaminated food and water. Calculations of the body 
burden of these materials, however, showed that the 
concentration was too low to cause any serious effect. 
Analysis of urine samples six months after exposure 
showed that there was only barely detectable radio- 
activity remaining in some cases. 

These studies revealed that, other than the occur- 
rence of skin lesions, loss of hair, and early symptoms, 
there had been no other symptoms or disease processes 
encountered that could be attributed to radiation 
effects. There had been no deaths. The diseases en- 
countered had been no more severe or frequent than 
in the nonirradiated population. This was true even 
during the period when the greatest depression of the 
peripheral blood elements occurred. It was difficult to 
evaluate the effects on fertility. A number of appar- 
ently normal babies had been born, however, and 
further pregnancies had occurred. Ophthalmoscopic 
examinations and slit-lamp observations were made 
initially and at one year after the exposure. No opacity 
of the lens or other eye changes were found that could 
be attributed to radiation. 


Present Findings 


The present survey two years after exposure in- 
cluded examination of the exposed Marshallese (64 
Rongelap and 18 Ailingnae people, along with 10 
babies born to these people since the event) and, in 
addition, a control group of 57 unexposed Marshall- 
ese from Rita village on Majuro who were previously 
examined at the time of the six-month survey. In addi- 
tion, control data on blood from another group of 127 
unexposed Marshallese from Majuro, obtained at the 
time of the initial survey, was also used for comparison 
of hematological findings. 

History During Interval and Clinical Findings.—Both 
the control and exposed groups had been in good 
general health during the previous 12 months. An 
epidemic of chickenpox, with no reported complica- 
tions, involved a large percentage of both populations 
in the interim between the one-year and two-year ex- 
aminations. One case of uncomplicated measles oc- 
curred in the Rongelap group during the year. In this 
period, five childbirths were reported among the 
Rongelap people and one in the control group. These 
infants have developed normally and are free of any 
apparent abnormalities. Five Rongelap women and 
three women in the control group currently have un- 
complicated pregnancies. One child and an adult in 
the exposed group were seriously ill during the past 
year and, recently after this survey (May 13, 1956), 
one death, which will be discussed below, occurred 
among the Rongelap people. 

Physical examination revealed that the people of 
both the exposed and control groups appeared to be 
generally in good health and with good nutritional 
status, Clinical abnormalities were not unusual and 
were about equally distributed between the two 
groups. With the exception of the residua of skin 
lesions, none of the findings in the exposed groups 
could be attributed to the effects of irradiation. A 77- 
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year-old man gave a history of paresis of the right 
upper and left lower extremities of nine months’ dura- 
tion, with gradual improvement in strength and func- 
tion during the previous few months. Clinical findings 
substantiated a diagnosis of cerebrovascular accident. 
An 11-year-old boy had been hospitalized about a year 
previously with acute rheumatic carditis and cardiac 
decompensation. (This disease, though uncommon, 
does occur in the Marshall Islands.) The diagnosis of 
rheumatic heart disease with mitral stenosis and in- 
sufficiency was substantiated, and, at the time of ex- 
amination, the boy was fully active without evidence 
of decompensation. 

On May 13, 1956, a 46-year-old Rongelap man died 
suddenly after an illness of about one hour. The pa- 
tient had been quite well until his present illness, 
except for two short illnesses, which occurred a year 
ago and four months previously, and were character- 
ized by pyrexia (102-104 F [38.9-40 C]) headaches 
and bodyaches, general malaise, and a slight cough. 
In addition, he had complained occasionally of vague 
abdominal pain, but there were no associated physical 
findings present. Previous physical examinations had 
given essentially negative results except for hyper- 
tension (blood pressure 148/104 mm. Hg), which was 
present on the first examination, a few days after the 
radiation exposure occurred (2 years previously ). The 
condition no doubt antedated the exposure. The pres- 
ent illness was characterized by acute onset of dyspnea, 
and the patient complained of abdominal pain. He 
died before he could be brought to the hospital. 
Autopsy and microscopic examination of tissues re- 
vealed myocardial hypertrophy (left side) and peri- 
cordial effusion with pulmonary and hepatic congestion; 
benign nephrosclerosis; and coronary artery arteri- 
osclerosis. A diagnosis of hypertensive heart disease 
with congestive failure seemed justified. There was no 
apparent causal relationship with radiation effects, 
particularly since hypertension was undoubtedly pres- 
ent at the time of the radiation exposure. 

Growth and Development: Growth and develop- 
ment, based on height and weight changes, were com- 
pared in nine males, between the ages of 3 and 15 
years, and in nine females, between the ages of 5 and 


- 19 years, from the exposed and control groups. Un- 


fortunately, control data were only available from 
the six-month and the present survey for comparison, 
and the numbers were limited due to the inability to 
locate some of the previously matched control chil- 
dren. The irradiated male children, compared to 
matched controls at both six months and two years, 
showed a mean deficiency of 2.1 in. (5.33 cm.) in 
height and 6.5 Ib. (2.9 kg.) at six months after ex- 
posure and 7.2 lb. (3.4 kg.) at two years: There was 
no real difference in the female children. Even though 
slight differences were noted between the irradiated 
and control male children, it is not possible to attach 
any significance to these differences because of the 
small number of children involved and uncertainties 
concerning the racial homogeneity of the two popula- 
tions. Greulich and co-workers,’ in surveys of Japanese 
children who survived the atomic bombings at Hiro- 
shima and Nagasaki, noted retardation of growth and 
development in the exposed male children, when com- 


Lo 


AF 


Li 


Ur 


ae 
“A 
: 
‘ 
3 


1194 FALL-OUT RADIATION—CONARD ET AL. 


pared with unexposed Japanese children, whereas 
there was little difference between the female children 
of the two groups. 

Residual Radiation Lesions of the Skin.—Residual 
lesions were present in 15 of the Rongelap people, 
and only one residual lesion was observed among the 
18 Ailingnae people. The latter group was exposed to 
considerably less fall-out, and they had developed 
much milder lesions. 


Fig. 1.—Photograph showing superficial lesion due to beta 
radiation of back of the neck in a 15-year-old girl about six 
weeks after exposure. Note areas at sides of neck that have 
desquamated as contrasted to the center region, which shows 
hyperpigmented thickening of skin, which gradually desqua- 
mated also, 


The majority of all lesions showed improvement. 
Almost all of the early superficial lesions were com- 
pletely healed at this time, without any apparent re- 
sidual changes. Figure 1 shows an early superficial 
lesion of the neck, and figure 2 shows the completely 
healed appearance of this lesion at the time of this 
study. Lesions that showed dusky, gray hyperpigmenta- 
tion during the first year after exposure (mostly on the 
back of the neck) showed less hyperpigmentation, and 
in most cases there had developed a more normal 
mahogany color. All residual depigmented lesions con- 
tinued to show varying degrees of repigmentation, and 
in some cases repigmentation was complete. The le- 
sions showing the most residual change were those in 
three cases of lesions of the dorsum of the feet and one 
lesion of the ear. These lesions showed varying amounts 
of scarring and atrophy of the skin, with some ad- 
herence of the skin to the subcutaneous tissues (fig. 
3 and 4). The center of the ear lesion was fixed to the 
underlying cartilage. Even in these lesions, however, 
there was no evidence of degradation or breakdown 
of the tissues, and in no case was surgical repair con- 
sidered necessary at the time of this study. Although 
it was believed possible that these lesions might not 
respond well after trauma, all biopsy lesions healed 
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per primam. There was no evidence that the intense 
sunlight to which these people are exposed had ad- 
versely affected any of the lesions. There appeared to 
be no evidence of any change which would suggest 
malignancy. 

Biopsy specimens were taken from 15 residual le- 
sions. Comparison was made with control biopsy 
specimens taken from the neck, the antecubital fossa, 
and the dorsum of the foot from nonexposed Mar- 
shallese. Specially stained sections from earlier biopsy 
specimens were not yet available at the time of writ- 
ing. A detailed description of comparative changes in 
the present sections with earlier sections, however, 
will be made the subject of a future report. 

The following changes were noted in the two-year 
postexposure biopsy sections: 1. No neoplastic lesions 
were present. 2. No epidermal cellular alterations sug- 
gestive of a precancerous lesion were seen. 3. In some 
sections, acanthosis, absence of pigment in the basal 
layer, and atrophy and benign dyskeratosis were noted 
occasionally in the stratum spinosum of the epidermis. 
4. The papillary layer of the dermis frequently showed 
distinct degenerative alterations in the collagen, char- 
acterized usually by homogenization of the collagen 
and what appeared to be an alteration in the distri- 
bution of mucopolysaccharide when compared with 
control sections. Occasionally mucin was seen in areas 
of degeneration in the dermis. 5. Capillary dilatation 
was noted in the dermis and, in one patient, in the 
hypodermis. Medial degeneration in an artery was 
noted in one patient. 6, The biopsy specimen from a 
single patient showed increase in heavy dense bands 


Fig. 2.—Photograph in same patient as figure 1 two years 
after exposure showing complete healing of lesion. 


of collagen in both the papillary and reticular layers 
of the dermis. Most of these changes were consistent 
with late radiation changes in the skin previously 
reported. 

Hematological Findings.—As in the past, the groups 
were divided according to age and sex in order to 
make appropriate comparisons of the various b!ood 
elements. 
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The divisions were as follows: leukocyte counts in 
persons under 5 years of age (6 from Rongelap and 
2 from Ailingnae) and in persons over 5 (58 from 
Rongelap and 16 from Ailingnae); platelet counts in 
males under 10 (9 from Rongelap and 2 from Ailing- 
nae), in males over 10 (22 from Rongelap and 5 from 
Ailingnae ), and in all females (33 from Rongelap and 
1] from Ailingnae ); and hematocrits in males under 15 
(12 from Rongelap and 2 from Ailingnae), in males 
over 15 (19 from Rongelap and 5 from Ailingnae ), and 
in all females (33 from Rongelap and 11 from Ail- 
ingnae ). 

In both the Rongelap and Ailingnae people, the 
mean total leukocyte level and mean absolute neutro- 
phil counts, as in the one-year examinations, were equal 
to the control mean levels in both the under-5 and 
over-5 age groups (fig. 5). There were some people, 
however, who had neutrophil counts slightly below 
normal (10 with counts of 2,500 or below per cubic 
millimeter in the exposed groups as compared with 2 
in the control group). None of the people with these 
lower counts had comparably low counts at the one- 
year examination, however, which tends to make the 
finding less significant. The mean level in the exposed 
groups was brought up to the control level by the 
presence of slight neutrophilia in some individuals. 

The mean absolute lymphocyte level was slightly 
increased over the one-year level. The mean level 
was still, however, somewhat below the mean control 
level (75-80%) in both age groups in the Rongelap 
and Ailingnae people (fig. 5). In the exposed groups, 
six people had lymphocyte counts of 1,500 or below 


Fig. 3.—Photograph showing beta-radiation lesions of the 
fect in 12-year-old boy four weeks after exposure. There is a 
Weeping ulceration between first and second toes of right foot. 
Note desquamation of both feet. 


per cubic millimeter as compared to none in the con- 
tro! group. Five of the six had shown low counts also 
at one year and before. The mean monocyte levels 
in both exposed groups showed an increase over the 
one-year level and were about equal to the two-year 
levels in the Rita controls but were somewhat below 
those in the Majuro controls. 
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The mean eosinophil levels showed an increase over 
the one-year level in both groups and were slightly 
above the mean level of the Majuro controls, but, in 
the Rongelap group, they were slightly below the 
two-year levels in the Rita controls. A considerable 
number of individuals in both the exposed and con- 
trol groups showed eosinophilia. Since it was thought 
that parasitic infestation might have been responsible, 
stool examinations on 10 Rongelap people with high 


Fig. 4.—Photograph in same patient as in figure 3 two years 
after exposure showing that further repigmentation has oc- 
curred, There is atrophy and scarring of skin with some ad- 
herence to subcutaneous tissues at site of deepest lesion, 
between first and second toes of right foot. 


eosinophil counts were done, but no ova or parasites 
were found. The eosinophilia might be due to trichi- 
nosis or some obscure cause. 

The mean platelet level in the Rongelap males 
showed a slight increase over the one-year level, but 
in the females the mean level showed a slight de- 
crease so that the mean of the combined groups was 
about the same as at one year (fig. 5). The less-ex- 
posed Ailingnae group showed no increase in the 
mean platelet level at two years compared to that at 
one year, except for the younger males who showed 
an increased level. In both exposed groups, the plate- 
let levels were between 70 and 85% of the controls 
(depending on which control group was used for 
comparison ), There were four individuals, all in the 
Rongelap group, with platelet counts below 150,000 
per cubic millimeter. (The lowest count was 68,000. ) 
Of the four, three had previously shown low counts. 
Only one person in the control groups had a platelet 
count of below 150,000 per cubic millimeter. The de- 
lay in the return to normal of the lymphocyte and 
platelet levels is similar to that reported in follow-up 
studies of Japanese casualties two years after the 


_atomic bombings.* In both exposed groups the hema- 


tocrit levels were not remarkably different from the 
control levels. 


bil 


UNIVER Urn 


st 
e- 
a. 
T- 
sy 
1 
= 
ia 
ers 
ent 
sly 
ups 
to 


1196 FALL-OUT RADIATION—CONARD ET AL. 


Special examination of blood smears from both ex- 
posed and control groups, stained for alkaline phos- 
phatase, have been carried out. No significant findings 
in regard to a leukemic process were found, but this 
examination yields good base-line data on these popu- 
lations for future examinations. Differential counts on 
4,000 white blood cells showed no cases in which the 
proportion of basophils was increased. 

Ophthalmic Examinations.—Ocular disorders were 
about as common in the exposed as in the control 
population. All lens opacities and cataracts could be 
classified as congenital, presenile, or senile. There were 
no opacities that resembled those due to effects of 
radiation. It is not known whether or not the whole- 
body dose of 175 r of gamma radiation received by 
the Rongelap people may result in opacities of the 
lens at a later date. The incidence of cataracts and 
other ocular disorders observed in the Rongelap and 
control people is consistent with that which might 
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Fig. 5.—Graph showing effect of whole-body radiation (175 r) 
on blood elements in Rongelap people. 


be expected when their racial background and the 
climatic conditions under which they live are taken 
into consideration. 


Analysis for Internal Radioisotopes 


Radiochemical analysis of 57 liters of chemically 
treated pooled urine from Roneglap people showed 
that the precipitate contained radioactive strontium 
(Sr°?) in the amount of 64 +4 disintegrations per 
minute, with a like amount of radioactive yttrium 
(Y°°). The greatest activity, present in the amount of 
700 +10 disintegrations per minute, was identified as 
due to radioactive cerium (Ce'**) and radioactive 
praseodymium (Pr’**). Earlier studies had shown that 
the average 24-hour urine output of the Marshallese 
was 580 ml. Thus the 57 liters represented about 100 
24-hour samples, which gave the following values in 
disintegrations per minute per 24-hour sample: Sr°*°, 
0.6 and Ce‘** and Pr'**, 7.0. These values are estimated 
to be well below the maximum permissible body bur- 
dens of these isotopes and when biological and physi- 


cal half lives are taken into consideration agree fairly, 


well with the original estimates of body burden two 


years ago. 
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Radiochemica] analysis of bone samples taken from 
the Marshallese man who died revealed Sr®° in the 
amount of 1.6 +0.06 disintegrations per minute per 
gram of ash, which is well below the accepted toler- 
ance limit and is in the range of activity for this iso- 
tope found in the bones of Americans. Examination 
of roentgenograms of femurs of exposed children re- 
vealed no bone defects from possible deposits of 
radionuclides. 
Summary 

The medical survey of the Rongelap people two 
years after exposure to fall-out radiation shows that 
the people appear to have been generally in a good 
state of health and nutrition and are making satis- 
factory recovery from their radiation exposure. Serious 
illness had occurred in two individuals, but neither 
of these illnesses nor clinical findings in other indi- 
viduals can be attributed to radiation effects. One 
death, which was due to hypertensive heart disease, 
occurred in May, 1956, in a 46-year-old Rongelap 
man. The cause of death could not be correlated with 
radiation effects. Previous examinations show that the 
disease was undoubtedly present at the time of ex- 
posure to fall-out radiation. 

There is evidence of continued improvement of 
hemopoiesis. The mean lymphocyte count, which was 
slightly increased over the one-year levels, was still 
found to be slightly below the mean control count. 
The mean platelet level is about the same as that 
found at one year after exposure and is still slightly 
below the control level. The mean neutrophil count, 
as at one year after exposure, was up to the control 
level. Evidence from the Marshallese experience indi- 
cates that the lowered levels of these blood elements 
have not lowered the resistance of the people to dis- 
ease, and the present levels are not considered to 
represent a serious condition. 

Residual changes in the skin from the beta irradia- 
tion continue to show improvement. Pigment abbera- 
tions are still evident in 15 cases, and, in 4 of these, 
there is also scarring with some adherence of the skin 
to the subcutaneous tissue. There is, however, no gross 
evidence of tissue breakdown or malignant change 
in any of these lesions, and surgical repair is not con- 
sidered necessary at the time of this study. Histologi- 
cal examination of skin biopsy specimens from sites 
of radiation lesions show residual effects of radiation 
damage but no evidence of premalignant or malignant 
changes. Ophthalmological survey reveals that there 
are no radiation-induced lens opacities and that the 
incidence of ocular lesions is similar in exposed and 
control populations. 

The radiochemical analysis of the urine of the Ron- 
gelap people shows measurable activity which is 
largely due to radioactive cerium (Ce ‘**) and prase0- 
dymium (Pr '**), with only slight activity due to radio- 
active strontium (Sr°*°’). The body burden of these 
isotopes is estimated to be well below the permissible 
levels. Examination of bone specimens taken from the 
patient who died shows no radiation that can definite- 
ly be associated with fall-out deposition in the bones. 
Studies of roentgenograms of the femurs of the ex 
posed children show no evidence of any bone deiects 
from possible deposits of radionuclides. 
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CLINICAL SPECTRUM OF ERYTHROMYCIN 


AS EVALUATED 


IN TWO HUNDRED SIXTY PATIENTS 


Monroe J. Romansky, M.D., John P. Nasou, M.D., David S. Davis, M.D. 


and 


Roy E. Ritts Jr., M.D., Washington, D C. 


Two hundred sixty hospitalized patients with bac- 
terial infections were studied in order to evaluate as 
broadly as possible the clinical spectrum of erythro- 
mycin. These 260 included 221 patients with bacterial 
pneumonia. Of particular interest were 11 patients 
with meningitis, due to Diplococcus pneumoniae 
(Pneumococcus ) in 7, to Neisseria meningitidis in 3, 
and to Hemophilus influenzae, type b, in 1. The re- 
maining 28 patients suffered severe systemic infections 
of micrococcic (staphylococcic), streptococcic, gono- 
coccic, and meningococcic etiology. In vitro sensitivity 
tests and determination of body-fluid concentrations of 
erythromycin constituted an integral part of this study. 
Erythromycin was administered by oral, intravenous, 
and intramuscular routes and frequently, in the more 
severe infections, was given in doses greater than those 
so far recorded in the literature. 


Pneumonias 


Two hundred twenty-one patients with bacterial 
pneumonia were treated with erythromycin after initia- 
tion of appropriate bacteriological studies. These 
studies were made from a smear of the sputum stained 
by the Gram method, aerobic and anaerobic sputum 
cultures, and three blood cultures taken at one-hour 
intervals (each culture under aerobic and anaerobic 
conditions, as well as pour-plated ). All pneumococcic 


; ‘rom the Department of Medicine, the George Washington 
University School of Medicine, and the George Washington 
Ur iversity Medical Division, District of Columbia General Hos- 
pit.l. Dr. Ritts is now at the Rockefeller Institute for Medical 
Research, New York. 

l\ead in part before the third Annual Antibiotics Symposium, 
Wishington, D. C., Nov. 2, 1955. 


¢ Erythromycin was administered orally and paren- 
terally in 260 cases of bacterial infections of various 
types. The largest groups of patients were those with 
pneumonia caused by Diplococcus pneumoniae (21 3), 
meningitis caused by D. pneumoniae (7), micrococcic 
infections (10), gonococcic infections (6), and strepto- 
coccic infections (6). It was found possible to give dos- 
ages as high as 8 Gm. per day and to achieve blood 
concentrations up to 20 mcg. per milliliter or more, 
with only occasional minimal side-effects. Results were 
good in 199 of the 213 patients with pneumococcic 
pneumonia, and excellent in 2 of the 7 patients with 
fulminating pneumococcic meningitis and in 2 of 3 pa- 
tients with meningococcic meningitis. Results were 
excellent in four out of five patients with infections 
caused by group A beta-hemolytic streptococci (in- 
cluding one case of endocarditis). The results in gen- 
eral demonstrated the effectiveness of erythromycin 
in a wide variety of mild and severe infections and 
broadened the scope of usefulness of this agent. 


strains were typed by the Quellung method. The initial 
diagnosis was made from the history, physical exam- 
ination, and routine laboratory studies and was cor- 
roborated by the roentgenogram of the chest. 

This group of patients was composed of approxi- 
mately equal numbers of males and females who 
ranged in age from 13 to 92 years. Of the 221 patients, 
171 had lobar and 50 had bronchial pneumonia. Sixty- 
five per cent had symptoms of pneumonia for more 
than three days prior to hospital admission. In approxi- 
mately 50%, one or more of the following coexisting 
findings were present on admission—pleural effusion, 
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acute alcoholism, delirium tremens, pneumonia super- 
imposed on pulmonary tuberculosis, bronchial asthma, 
emphysema, leukemia, drug addiction, lung abscess, 
bronchogenic carcinoma, diabetes mellitus, infectious 
hepatitis, cirrhosis, bronchiectasis, rheumatic heart 
disease, rib fractures, abortion, otitis media, and mas- 
toiditis. On the basis of the criteria of (1) duration of 
symptoms prior to admission, (2) coexisting findings, 
and (3) clinical evaluation of the extent of the pneu- 
monic process, the patients were classified with regard 
to the degree of their disease as follows: 22%, “mild”; 
42%, “moderate”; and 36%, “severe.” 

Sputum smears revealed D. pneumoniae in 46 in- 
stances. These organisms were cultured from the 
sputum in 73 instances.and from the blood in 43. 
Blood and sputum cultures were both positive for D. 
pneumoniae in 35 patients. Types 1, 3, 5, 7, and 12 
of D. pneumoniae were predominant in 76 patients 
from whom a typable Diplococcus was isolated. Two 
patients had pneumonia and bacteremia due to H. in- 
fluenzae, type b. Two patients with lobar pneumonia 
produced sputum from which Micrococcus pyogenes 
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Fig. 1 (case 1).—Laboratory findings and course of treat- 
ment with erythromycin in case of patient with pneumococcic 
pneumonia and bacteremia due to D. pneumoniae, type 7. 


var. aureus (coagulase-positive) was isolated. There 
were one instance of bronchial pneumonia with Kleb- 
siella pneumoniae (Friedlander’s bacillus) isolated 
from the blood and one instance of lobar pneumonia 
with K. pneumoniae isolated from the sputum. Gram- 
negative rods (Aerobacter aerogenes and Proteus vul- 
garis ) were cultured from the sputum of two patients 
with lobar pneumonia. A bacteriological diagnosis was 
obtained in 137 of the 221 patients. In the remaining 84 
in whom bacteriological studies were not diagnostic, 
the findings were typical of pneumococcic pneumonia. 

Various dosage schedules of erythromycin adminis- 
tered orally and parenterally were used, depending 
on the severity of the illness. Fifty-four patients (24% ) 
received 100 to 200 mg. every six hours orally, and 94 
patients (42%) received 200 to 300 mg. every four 
hours by the same route. Of the remaining patients, 
23 (10%) received 100 to 600 mg. every four to eight 
hours orally, and 50 patients (23%) were treated with 
this antibiotic prepared for parenteral injection. 
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Treatment was completed within 10 days in 73% 
of the patients, and the total dose was less than 15 Gm. 
in 78% of the patients. The patients with pneumonia 
due to H. influenzae, type b, and some with major 
coexisting diseases on admission required more ex- 
tensive therapy. The duration of fever after initiation 
of therapy was less than 24 hours in 36% of the sur- 
viving patients, and by the sixth day a total of 87% 
were afebrile. Eleven per cent maintained a low-grade 
fever for 7 to 14 days. Two per cent were afebrile 
throughout their illness. 

Figure 1 illustrates the characteristic response ob- 
tained with erythromycin in the treatment of a pa- 
tient with pneumococcic pneumonia whose case is 
reported below. 

Case 1.—This 27-year-old male patient, a chronic alcoholic, 
was admitted with a history of am alcoholic spree, followed 
by a cough productive of greenish sputum for two days prior 
to admission and by chills and fever for one day. On physical 
examination the temperature was 104 F (40 C), and the 
physical signs indicated pneumonia in the right lower lobe, 
confirmed by roentgenogram of the chest. Sputum smear on 
admission revealed a gram-positive Diplococcus to be the 
predominating organism, and the white blood cell count was 
30,160 per cubic millimeter. Blood cultures on admission sub- 
sequently grew D. pneumoniae, type 7. The patient was treated 
with erythromycin, 300 mg. every six hours per os. The tem- 
perature dropped to normal by 48 hours, and the roentgenogram 
of the chest revealed considerable clearing by the fourth hos- 
pital day. Treatment was discontinued on the fourth day, and 
hospitalization totaled 10 days. 


At the First Annual Antibiotics Symposium we re- 
ported the successful treatment with erythromycin of 
a patient with pneumonia and bacteremia due to H. 
influenzae, type b.* A second patient with this type of 
pneumonia and bacteremia had a clinical course almost 
identical with that of the one previously reported, 
with cure obtained by treatment with 500 mg. of 
erythromycin per os every 4 hours for 14 days. 

In the group of 221 patients with bacterial pnev- 
monia, 206 (93.2%) had good results. Among these 
were four patients who responded to treatment with 
erythromycin but who subsequently died of unrelated 
diseases (pulmonary infarction, acute cardiac failure, 
hypertensive cardiovascular disease and uremia, and 
bronchogenic carcinoma). In seven patients (3.2%), 
the over-all response to erythromycin was successful 
but resolution was delayed; six of these had complicat- 
ing delirium tremens, and the seventh had pulmonary 
tuberculosis and required several antibiotics before 
ultimate resolution occurred. 

In this group of 221 patients there were eight deaths 
(3.6% ). Among those who failed to respond were three 
patients with severe lobar pneumonia, who died with- 
in 12 hours after initiation of therapy, with aggravating 
factors including shock, hyperthermia, and_leuko- 
penia. One patient died on the third day of multilobar 
pneumonia and bacteremia due to D. pneumoniae, 
type 3. Two patients with delirium tremens died with- 
in 36 hours and 6 days, respectively, of multilobar 
pneumonia and pneumococcic bacteremia, types 7 and 
10. In one patient, whose right-middle-lobe pneumonia 
was complicated by cor pulmonale, emphysema, alco 
holism, and cirrhosis and who responded neither t 
erythromycin nor to streptomycin and _ tetracycline, 
death occurred on the 15th hospital day. One patient 
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ith bronchopneumonia died on the fifth day, at which 
time the blood culture revealed K. pneumoniae ( Fried- 
|inder’s bacillus ); problems peculiar to Friedlander’s 
pneumonia have been reported.’ 

Forty-four strains of diplococci by in vitro study 
showed a sensitivity to erythromycin of 0.3 mcg. per 
milliliter or less. 


Pneumococcic Meningitis 


In the group of seven patients with pneumococcic 
meningitis there were two survivals and five deaths. 
Four of the five patients with fulminating pneumo- 
coccic meningitis died within 3 to 14 hours after initia- 
tion of therapy, and the fifth patient died after 30 
hours. Blood and spinal fluid cultures from these five 
patients revealed D. pneumoniae, type 4, in two in- 
stances; the remainder were D. pneumoniae, types 12, 
14, and 22. Therapy in these patients was essentially 
the same as in the two following instances of survival. 


Case 2.—The first survivor was a 54-year-old male with 
blood and spinal fluid cultures revealing D. pneumoniae, type 
4, There was an initial count in the spinal fluid of 20,000 
polymorphonuclear leukocytes per cubic millimeter, and the 
sugar content of this fluid was less than 20 mg. per 100 ce. 
This man was admitted in coma. He was initially treated with 
erythromycin, 500 mg. administered intravenously every four 
hours, and with cortisone, 100 mg. administered intramuscu- 
larly every six hours for four days. Within 24 hours, spinal 
fluid cultures were negative, as were subsequent blood cul- 
tures. The spinal fluid cell count after 48 hours was 2,000 
white blood cells per cubic millimeter; the sugar content of 
the cerebrospinal fluid was 56 mg. per 100 cc. Erythromycin 
concentration in the blood was between 5 and 10 mcg. per 
milliliter; in the spinal fluid it was between 0.3 and 0.5 mcg. 
per milliliter. On the fifth day the erythromycin dosage was 
adjusted to 500 mg. administered intravenously every eight 
hours, 500 mg. per os every four hours, and 100 mg. admin- 
istered intramuscularly every four hours, Intravenous therapy 
was discontinued on the sixth day and intramuscular therapy 
on the eighth day. Orally administered erythromycin was con- 
tinued at the previous dosage through the 11th day, and the 
patient was discharged from the hospital on the 15th day. 


Case 3.—The second survivor, a 68-year-old male, was 
likewise admitted in coma. Blood and spinal fluid cultures grew 
D. pneumoniae, type 22. The initial spinal fluid cell count 
was 17,700 polymorphonuclear leukocytes per cubic millimeter; 
the sugar content of the cerebrospinal fluid was less than 20 
mg. per 100 cc. Therapy with erythromycin was essentially 
similar to that which the first survivor received. This patient did 
not receive cortisone. Forty-eight hours after admission the 
spinal fluid cell count was 1,200 white blood cells per cubic 
millimeter; the sugar content of the cerebrospinal fluid was 
52 mg. per 100 cc. The period of treatment of this patient was 
8 days, and he was discharged on the 12th hospital day. 


These are fairly typical examples of pneumococcic 
meningitis seen at this hospital. The mortality rate is 
generally not related to the type of chemotherapy but 
to the duration of illness prior to admission and to the 
fulminating state of the disease at that time. Results 
with erythromycin in adequate doses appear to be as 
satisfactory as those with other antibiotics. 


Meningococcic Infections 


Erythromycin has been used in the treatment of 
four patients with infections caused by N. meningi- 
tidis. This series included one patient with mening- 
ococcemia without meningitis and three patients with 
meningitis, one of whom had epidemic cerebrospinal 
(meningococcic) meningitis (Waterhouse-Friderich- 
sen syndrome). 
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Case 4.—The first patient with a meningococcic infection 
was a 16-year-old female, admitted with sore throat, myalgia, 
arthralgia, chills, and fever of one day's duration, Petechiae 
appeared on the second hospital day, at which time admission 
blood cultures also became positive for N. meningitidis, type 
2 alpha. Treatment consisted of the oral administration of 
300 mg. of erythromycin every four hours for five days plus 
250 mg. of erythromycin administered intravenously at eight- 
hour intervals for the first two days. The patient became 
afebrile in less than 24 hours after initiation of treatment and 
had a satisfactory recovery. 


Case 5.—The second patient, a 56-year-old female, was 
admitted with the typical findings of meningitis. Gram-negative 
meningococci were present in the smear of the spina! fluid 
examined on admission, but spinal fluid cultures and blood 
cultures were consistently negative. Treatment consisted of the 
administration of 200 mg. of erythromycin orally every 4 hours 
for 17 days, supplemented the first day with 200 mg. of 
erythromycin given intravenously at 8-hour intervals. A satis- 
factory cure resulted, 


Case 6.—The third patient was a 62-year-old female with 
meningitis who was admitted in coma. The spinal fluid test 
revealed a sugar content of 10 mg. per 100 cc. and a Meningo- 
coccus (N. meningitidis) by culture. Treatment consisted of 
the intravenous injection of 1 Gm. of erythromycin every four 
hours plus 250 mg. of erythromycin administered intramuscu- 
larly every four hours for three days. Thereafter, for the next 
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Fig. 2 (case 7).—Therapeutic course and laboratory data for 
patient with epidemic cerebrospinal (meningococcic) menin- 
gitis (Waterhouse-Friderichsen syndrome) and meningococcic 
septicemia due to N. meningitidis, type 1. 


three days therapy was changed to 400 mg. administered every 
six hours per os plus 200 mg. administered intramuscularly 
every six hours. For four days the patient received 50 mg. of 
cortisone administered intramuscularly at 6-hour intervals; on 
the fifth day she received the same amount at 12-hour intervals. 
After this chemotherapy she experienced a progressive drop in 
temperature to normal. There was also a progressive improve- 
ment in the cerebrospinal fluid findings, with a rise in the 
sugar content from 10 to 66 mg. per 100 cc. as well as a drop 
in the white blood cell count. On the seventh hospital day the 
patient was found acutely dyspneic with rapid respirations, 
and she died on that day. Although permission for a post- 
mortem examination could not be obtained, it was felt that a 
pulmonary infarction had occurred. 


Case 7.—The fourth patient, and the most striking, a 42- 
year-old male alcoholic, was apparently well until two days 
prior to admission, at which time, after an alcoholic spree, he 
had several convulsions and chills. On admission he was 
comatose and his skin was covered with petechiae and numer- 
ous purpuric lesions; his extremities were cyanotic. Respira- 
tions were Cheyne-Stokes, and numerous central nervous 
findings were present. The spinal fluid was turbid, with innum- 
erable white blood cells and gram-negative meningococci. 


Smears of the petechial blood and peripheral blood, throat 
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washings, and sputum also showed innumerable meningococci. 
Shortly after his admission the patient appeared to be dying; 
the blood pressure had dropped to 80/65 mm. Hg, and several 
periods of apnea had occurred. Supportive therapy included 
administration of phenylephrine (Neo-Synephrine) hydrochlo- 
ride intravenously. Administration of 500 mg. of erythromycin 
every four hours intravenously and of 50 mg. of cortisone every 
six hours intramuscularly was initiated. Figure 2 shows the 
subsequent therapeutic course and gives laboratory data. Within 
48 hours the patient’s blood pressure had risen to 100/70 mm. 
Hg and remained at this level without the aid of phenylephrine. 
On this day, two hours after the administration of erythromycin, 
the concentration in the blood was 20 mcg. per milliliter and 
in the spinal fluid 1.25 to 2.5 mcg. per milliliter. On the third 
day the patient had irregular, rapid respirations and several 
convulsions, but by the fourth day the blood pressure was 
120/80 mm. Hg, the respirations were regular, and the patient 
regained consciousness. Thereafter there was progressive im- 
provement. Administration of erythromycin was discontinued 
on the 17th day. There was a leukocytosis from the 19th 
through the 21st day due to secondary infection of a degenerat- 
ing large purpuric area of the skin. 


Infections Due to H. Influenzae 


Our success with erythromycin in the treatment of 
two patients with pneumonia and bacteremia due to 
H. influenzae prompted us to treat two additional 
patients with this agent. One had meningitis and the 
other had acute otitis media. 
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Fig. 3 (case 10).—Laboratory findings and course of treat- 
ment with erythromycin in case of patient with gonococcic 
arthritis of the left wrist. 


Rx 


Case 8.—The first patient with this type of influenzal infec- 
tion was a 49-year-old male who three days before admission 
developed low back pain, shaking chills, unproductive cough, 
and generalized aches and pains. By admission the low back 
pain was intense, temperature was 103 F (39.5 C), and there 
were clinical findings of meningitis and evidence of consolida- 
tion at the right lung base. The initial spinal fluid examination 
revealed 4 white blood cells per cubic millimeter, and the 
belief at this time was that the patient had pneumonia. An oral 
dose of 400 mg. of erythromycin was given at four-hour 
intervals. Although the temperature initially subsided, the 
nuchal rigidity persisted. Approximately 48 hours after admis- 
sion a cloudy spinal fluid was obtained, containing 4,400 white 
blood cells per cubic millimeter and having a sugar content of 
24 mg. per 100 cc. This spinal fluid subsequently revealed the 
causative agent, H. influenzae, type b, although spinal fluid 
obtained on the day of admission had remained sterile. In view 
of these findings the oral dose of erythromycin was increased 
to 600 mg. every four hours, Thereafter, the patient improved 
rapidly, with subsidence of fever by the fifth hospital day. 
Treatment was discontinued on the eighth hospital day. The 
blood concentration of erythromycin on the fourth hospital day, 
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three hours after the regular dose of erythromycin, was 10 to 
20 mcg. per milliliter, and the simultaneous concentration in the 
spinal fluid was 0.624 to 1.250 mcg. per milliliter. The blood 
culture taken on the day of admission was positive for H. in- 
fluenzae, type b, as was the sputum culture taken on the second 
hospital day. 


Case 9.—The second patient, an elderly female with known 
Hodgkin’s disease, was admitted with acute otitis media. Fluid 
aspirated from the middle ear was found to contain H. influ- 
enzae (other than type a or b). The patient was treated with 
erythromycin, 500 mg. every six hours, with rapid clearing of 
the otitis. 


Infections Due to N. Gonorrhoeae 


One of us, with others,’ has previously reported on 
the treatment of 30 patients with acute urethritis due 
to Neisseria gonorrhoeae. In this series 96% of the 
patients were cured in a 24-hour period by the admin- 
istration of 2 Gm. of erythromycin, given either in a 
single dose or in divided dose’. Two additional pa- 
tients with acute gonococcic urethritis have since been 
treated with orally administered erythromycin in this 
dose range and were cured. 

Four patients with acute gonococcic arthritis have 
been treated with erythromycin. Gonococci were found 
on the stained urethral smears of two of these patients 
and were present in the joint fluid of the remaining 
two. The average total dose of erythromycin was 
16 Gm. over a period of approximately 12 days. A 
good result without residual joint damage was ac- 
complished in all patients. The clinical course of one 
of these patients is shown in figure 3 and is reported 
below. 

Case 10.—This patient was a 26-year-old female, six months 
pregnant, who was admitted for severe, progressive swelling 
and pain in several joints of six days’ duration. Radiographic 
examination of the involved joints revealed no bone or joint 
disease. As noted in figure 3, aspirin was administered because 
of the possibility of rheumatic fever, but only slight relief was 
obtained. Blood cultures taken on the day of admission were 
negative. Fluid aspirated from the wrist on the seventh hospital 
day revealed N. gonorrhoeae on the ninth day. With the dis- 
continuance of the salicylate therapy the temperature rose to 
103 F (39.5 C). Intramuscular injection of 120 mg. of erythro- 
mycin was given at eight-hour intervals. By the 11th day, 
despite elevation of the temperature, there was marked relief 
of the joint pain. Since erythromycin for parenteral administra- 
tion was not available, the dose of erythromycin was increased 
to 300 mg. and was administered orally every 4 hours to the 
20th day. All evidence of arthritis subsided without residual 
joint damage, and the patient was discharged on the 30th hos- 
pital day. 

Micrococcic Infections 


The tendency of micrococci to become resistant to 
the antibiotics has complicated the therapy of acute 
infections due to this micro-organism. Ten patients 
with infections caused by hemolytic M. aureus were 
treated with erythromycin. These included three with 
acute micrococcic arthritis (one septicemia ), two with 
gluteal abscesses arising from intramuscular injections 
(one septicemia), two with diabetic leg ulcers in 
which this was the predominant organism (one sep- 
ticemia), and one each with pyelitis, multiple lung 
abscesses (with septicemia), and pyoderma (with 
septicemia). An excellent therapeutic response 0¢- 
curred, with the exception of the patient with multiple 
lung abscesses. 
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In vitro sensitivity tests on these 10 strains, all of 
which were coagulase-positive, revealed them to be 
sensitive to 1 meg. per milliliter or less of erythromy- 
cin. Erythromycin was given in the dose range of 300 
to 500 mg. at four-hour intervals per os. Duration of 
therapy was 6 to 21 days. Therapeutic results were 
good in all but one patient. The patient with multiple 
lung abscesses, a drug addict, died after several months 
of hospitalization, during which massive doses of 
penicillin, oxytetracycline, and erythromycin admin- 
istered singly and in various combinations failed to 
check the ultimate downward course. Two patients 
(the one with pyoderma with septicemia and the one 
with multiple lung abscesses ) had supplemental treat- 
ment with parenterally administered erythromycin; 
the former was given 120 mg. intravenously every 8 
hours for 48 hours and the latter, 250 mg. intravenously 
every 6 hours for 24 hours. 

Figure 4 illustrates the course of one of the patients 
with acute micrococcic arthritis who was treated with 
erythromycin and whose case is reported below. 


Case 11.—This patient, a 61-year-old male, was admitted 
with a painful, swollen, hot, and fluctuant right knee. This 
condition was of six days’ duration. Admission laboratory 
studies included a white blood cell count of 8,000 per cubic 
millimeter; the volume of packed cells was 41 mm., and the 
sedimentation rate was 25 mm. per hour (corrected). Fluid 
aspirated from the right knee as well as blood cultures revealed 
hemolytic M. aureus, coagulase-positive. While in vitro sensi- 
tivity tests were under way, 600,000 units of aqueous procaine 
penicillin was given intramuscularly every six hours and 1 mil- 
lion units of sodium penicillin G was instilled into the right 
knee. As noted in figure 4, there was no improvement. In vitro 
sensitivity tests at this time revealed the micro-organisms to 
be resistant to penicillin and sensitive to erythromycin. Peni- 
cillin therapy was discontinued, and 500 mg. of erythromycin 
was given orally every four hours. Thereafter, the fever grad- 
ually subsided to normal by. the 12th day. No evidence of 
inflammation of the right knee was noted after the 12th hos- 
pital day, and therapy was discontinued on the 2lIst day. 
There was no residual damage to the knee, and the patient was 
discharged on the 29th hospital day. 
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Fig. 4 (case 11).—Laboratory findings and reaction to treat- 
ment with penicillin and erythromycin in case of patient with 
pyogenic arthritis and septicemia due to hemolytic M. aureus. 


Streptococcic Infections 


Five patients who had infections due to group A 
beta-hemolytic streptococci were treated with ery- 
thromycin. Three of these had pharyngitis, with these 
organisms predominant on throat culture. A satis- 
factory response was obtained with 200 mg. of erythro- 
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mycin administered every six hours per os for five to 
seven days. Subsequent throat cultures were negative 
for streptococci. The cases of two other patients in 
this series are reported below. 


Case 12.—This patient was a 50-year-old female with long- 
standing hypertensive cardiovascular disease. She was admitted 
with high fever, and blood cultures revealed group A beta- 
hemolytic streptococci. There was no apparent evidence of 
endocarditis. The patient was treated with 300 mg. of erythro- 
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Fig. 5 (case 13).—Laboratory data and course of treatment 

with erythromycin in case of patient with bacterial endocarditis 

due to group A beta-hemolytic streptococci. 


mycin administered every four hours per os, with progressive 
subsidence of the fever and negative blood cultures subsequent 
to initiation of therapy. On the seventh hospital day she died 
of acute congestive heart failure. Postmortem examination re- 
vealed hypertensive cardiovascular disease with severe conges- 
tive failure. No evidence of infection was present. 


Case 13.—This patient, as noted in figure 5, was a 14-year- 
old female with endocarditis due to group A beta-hemolytic 
streptococci. On admission her temperature was 100.3 (38 C), 
and there was evidence of acute pharyngitis and otitis media. 
The pharyngitis and associated clinical findings also suggested 
the possibility of infectious mononucleosis. Two days prior to 
admission the patient had received an injection of penicillin. 
She was placed on oral therapy with erythromycin, 300 mg. 
administered at four-hour intervals, for the pharyngitis and 
otitis media, after which there was rapid subsidence of the 
fever and marked subjective improvement, as noted in the chart. 
On the seventh day the administration of erythromycin was 
discontinued. On the 12th day there was a change in the 
character of the systolic murmurs which had been noted on 
admission. From the 14th to the 17th day there was an occur- 
rence of embolic phenomena, including subconjunctival 
petechiae and rise in temperature. Blood cultures taken on the 
14th day were positive for group A beta-hemolytic streptococci 
on the 17th day (blood cultures done when the patient was 
admitted had been negative). These organisms were sensitive 
to less than 0.1 mcg. per milliliter of erythromycin. Treatment 
with erythromycin, 300 mg. every six hours per os, was begun. 
Despite the initial rise in temperature after therapy, subjective 
improvement occurred, as well as an abrupt drop in tempera- 
ture on the 20th day, as noted in figure 5. Blood cultures were 
negative from the 26th day and remained so. Erythromycin 
treatment was continued for 56 days, with a total hospitaliza- 
tion of 75 days. Six months after her discharge from the hos- 
pital, the patient’s blood culture was stil] negative and blood 
counts were normal, Apical systolic murmurs continued to be 
present. The patient was last seen one year after her discharge 
from the hospital and was in excellent health. 


Case 14.—This patient had enterococcic (alpha-hemolytic 
streptococcus faecalis) subacute bacterial endocarditis. She had 
not responded to large doses of penicillin, chlortetracycline, 
oxytetracycline, and streptomycin. Erythromycin, given orally 
at four-hour intervals in doses of 600 mg., also failed to elimi- 
nate the organism. The patient subsequently responded to 
massive doses of penicillin and streptomycin given over a six- 
week period. 
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Miscellaneous Infections and Side-Effects 


Four patients with infections from which specific 
micro-organisms could not be identified were treated 
with erythromycin. A good response was obtained in 
three who had cellulitis, acute bronchitis, and acute 
pharyngitis respectively. The fourth patient had eczem- 
atoid dermatitis with secondary infection and failed 
to respond to erythromycin. These four patients re- 
ceived 200 mg. of erythromycin every 6 hours per os 
for 5 to 10 days. 

In the 260 patients with bacterial infections studied, 
side-effects from the administration of erythromycin 
have been minimal, and no gross toxic effects were 
noted. Several semiambulatory patients had abdominal 
cramping or mild diarrhea, which did not require 
cessation of therapy. In patients confined to bed, 


Results of Erythromycin Treatment in 260 Patients with 
Bacterial Infections 


Results 

Patients, Unsatis- 

No. Good faetory Died 


Pneumonia 
Diplococeus pneumoniae ................ 213 199* 7 


‘ 


Hemophilus influenzae b ............... 2 2 
Klebsiella pneumoniae ................. 2 1 
Micrococcus pyogenes var. aureus ..... 2 2 
Gram-negative micro-organisms ....... 2 2 
Meningitis 
Neisseria meningitidis .................. 3 2 1 
Septicemia, meningococcie (N. 
Gonococcie infections (N. gonorrhoeae) 6 6 
Micrococcie infections (staphylococcic) 10 9 
Streptocoecie infections ............... 6 4 1 14 
260 23> 9 16 


* Four recovered, died later of unrelated disease. 
+ K. pneumoniae not predominant in etiology. 


} Delayed resolution dune to complicating delirium tremens in six patients 
and to pulmonary tuberculosis in one, in whom several antibioties had to 
be used before resolution oceurred. 


§ Died within 3 to 30 hours after admission. 
|| Penicillin and oxytetraecyeline failed. 
© Bacterial cure, later died of hypertensive cardiovascular disease. 


these side-effects were negligible. No allergic phenom- 
ena were noted. The table summarizes the results 
in the 260 patients treated with erythromycin. 


Comment 


Erythromycin is effective in the treatment of pneu- 
mococcic pneumcnia and compares favorably with 
penicillin and other antibiotics, as reported by several 
investigators.‘ Our experience with 213 patients with 
pneumococcic pneumonia, with 93.2% of the patients 
showing favorable results, corroborates the aforemen- 
tioned. 

A very limited number of patients with pneumococ- 
cic meningitis treated with erythromycin have been re- 
ported. Two of our seven patients with fulminating 
pneumococcic meningitis responded favorably to 
treatment with erythromycin. Four of the five who 
died did so in 3 to 14 hours and the fifth in 30 hours 
after initiation of therapy. With this Gisease the mor- 
tality rate is generally related not to the type of chemo- 
therapy, as long as it is adequate, but to the duration 
of illness prior to admission and the fulminating state 
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of the disease. Grigsby ° treated one patient with pneu- 
mococcic meningitis with erythromycin with a dose 
schedule of 400 mg. at four-hour intervals per os. This 
patient did not show a favorable response. Our initial 
therapy in these patients was 3 to 4 Gm. of erythro- 
mycin’ per day by the intravenous and/or intramuscu- 
lar routes. At this dose level the response would appear 
to be comparable to that of the other antibiotics. 

Anderson ° reported on the successful treatment of 
meningococcemia without meningitis in a 2-year-old 
child after administration of erythromycin. Our ex- 
perience in the case of four patients with meningococ- 
cic infections was most gratifying. This included one 
patient with meningococcemia without meningitis and 
three patients with meningitis, one of whom had epi- 
demic cerebrospinal meningitis (Waterhouse-Frider- 
ichsen syndrome). One patient had a bacteriological 
cure of meningitis but apparently died of pulmonary 
infarction. As noted by Anderson,’ this type of in- 
fection requires larger doses of erythromycin. Doses in 
this condition varied from 3 to approximately 7 Gm. 
per day administered predominantly by the parenteral 
route. 

Schwarzer and Ellenberg* have reported on the 
treatment of nine children with infections caused by 
H. influenzae. Five of these were cured, three showed 
improvement, and one showed no response. Our ex- 
perience showed erythromycin to be effective in two 
patients with pneumonia and bacteremia, one with 
meningitis, and one with otitis media, all due to H. 
influenzae. Crowell and Loube* reported successful 
therapy in the case of four adults with pneumonia due 
to H. influenzae; these patients were treated with 
either streptomycin, chloramphenicol, or oxytetracy- 
cline. If we are to judge from our two patients with 
pneumonia due to H. influénzae treated with erythro- 
mycin and those of Crowell and Loube,® it is apparent 
that pneumonia due to this organism is slow to re- 
spond, regardless of the antibiotic, and that objective 
signs of improvement lag behind subjective response. 

Acute gonococcic urethritis is readily amenable to 
treatment with erythromycin.* Our experience with 
four patients with acute gonococcic arthritis treated 
with erythromycin indicates that this agent is also 
effective in the more severe complications due to N. 
gonorrhoeae. Two of us have reported on the success- 
ful treatment of gonococcic endocarditis with erythro- 
mycin.” This patient was treated with 108 Gm. over @ 
period of 32 days. 

The administration of erythromycin, from available 
reports,’° as well as from the results in our 10 patients. 
is generally effective in micrococcic infections includ- 
ing septicemia. Micrococcic strains resistant to erythro- 
mycin have primarily been noted where prolonged 
therapy has been necessary, as in chronic osteomyelitis 
and endocarditis. The treatment of micrococcic endo- 
carditis with erythromycin has generally not been suc- 
cessful. In our present studies of micrococcic endocat- 
ditis we are investigating the use of erythromycin and 
chloramphenicol in large doses (3 Gm. of erythromy- 
cin and 3 Gm. of chloramphenicol or more per day). 
primarily by the parenteral route. Recent studies 
micrococcic strains obtained from patients on ad 
mission to the hospital reveal no great increase i? 
resistance to erythromycin. Experience suggests that 
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the use of new antibiotics tends to reverse the trend of 
resistance of micrococci to previously used antibiotics, 
such as penicillin.’ 

indicate the effectiveness of erythromycin 
in infections due to group A beta-hemolytic strepto- 
cocci. Our five patients with such infections included 
one with endocarditis. Results were excellent in four, 
including the patient with endocarditis. One patient 
with septicemia had a bacteriological cure but died of 
complications from hypertensive cardiovascular dis- 
ease. A patient with enterococcic endocarditis did not 
respond to erythromycin, having received other anti- 
biotics previously. Further evaluation is required of 
erythromycin treatment in streptococcic endocarditis 
(other than that due to group A beta-hemolytic strep- 
tococci), as well as of treatment with erythromycin in 
combination with streptomycin. In preliminary stud- 
ies ‘* the latter combination has been reported as suc- 
cessful in three patients with streptococcic (other than 
group A beta-hemolytic) endocarditis. 

To the time of writing, side-effects of erythromycin 
have been of markedly low incidence. Among the side- 
effects that have been reported '* are loose stools, 
diarrhea, and abdominal distress. These have occurred 
primarily in ambulatory and semiambulatory patients. 
In our experience with these 260 patients, with a wide 
variety of dosage schedules of erythromycin, side- 
effects have been minimal. Several semiambulatory 
patients experienced abdominal cramping or mild 
diarrhea, neither of which was such as to require cessa- 
tion of therapy. In patients confined to bed, these side- 
effects were negligible. No allergic phenomena were 
noted in these 260 patients. 

Our objective in this study has been to evaluate as 
broadly as possible the clinical spectrum of erythro- 
mycin. We have utilized this antibiotic in dosage 
schedules varying from small doses in the milder in- 
fections to massive doses in the more acutely ill 
patients. As noted, concentrations of 20 or more mcg. 
per milliliter may be obtained in the blood, and with 
these concentrtions app°rently adequate diffusion 
through bodv fluids can he obtained to control the 
severest of infections in which this antibiotic is in- 
dicated. No adverse effects have occurred with doses 
of erythromycin of approximately 8 Gm. per day. 

This study illustrates the effectiveness of erythro- 
mycin in mild and severe infections, as well as its 
minimal side-effects. These findings broaden the scope 
of usefulness of erythromycin. 


Summary 


Two hundred sixty patients with bacterial infections 
were treated with erythromycin. In 199 of 213 patients 
with pneumococcic pneumonia due to Diplococcus 
pneumoniae there were good results, including 4 
patients who responded to treatment with erythro- 
mycin but died from unrelated diseases. In seven 
patients the over-all response was successful, but reso- 
lution was delayed owing to complicating coexisting 
conditions. Seven patients with severe pneumococcic 
pneumonia and aggravating conditions died. Two pa- 
tients with pneumonia due to Hemophilus influenzae, 
type b, had satisfactory results. Four patients with 
pheumonia due to organisms other than the above had 
good results, 
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Two patients with fulminating pneumococcic menin- 
gitis had an excellent response. Five patients, also with 
fulminating pneumococcic meningitis, died, four with- 
in 3 to 14 hours and one within 30 hours after admis- 
sion. Circumstances other than chemotherapy were a 
factor in the poor response. Two patients with menin- 
gococcic meningitis, including one with epidemic cere- 
brospinal (meningococcic) meningitis (Waterhouse- 
Friderichsen syndrome ), recovered. One patient with 
meningococcemia without meningitis recovered, but 
one with meningococcic meningitis died apparently of 
pulmonary infarction after remission of the infection. 
A patient with meningitis due to H. influenzae, type 
b, had a good response. 

Four patients with gonococcic arthritis and two 
with urethritis responded well. Of 10 patients with 
micrococcic infections, 9 had a satisfactory result: 4 of 
these had septicemia, and 1 with multiple lung ab- 
scesses and septicemia died. Four patients with infec- 
tions due to group A beta-hemolytic streptococci had 
a good result, including one with endocarditis. One 
patient with septicemia due to the same organism had 
a bacteriological cure but died of cardiac complica- 
tions. Another patient with enterococcic endocarditis 
did not respond to erythromycin. 

No serious side-effects occurred with prolonged 
therapy with erythromycin or with doses up to 8 Gm. 
per day in severe infections. A mild gastrointestinal 
disturbance was noted in an occasional semiambulatory 
patient receiving the drug per os but was rare in 
patients confined to bed. This study broadens the 
scope of usefulness of erythromycin. 

901 23rd St. N. W. (7) (Dr. Romansky ). 

This study was supported, in part, by grants from Abbott 
Laboratories, Eli Lilly & Company, and the Upjohn Company. 

The erythromycin used in this study was supplied as Ery- 
throcin by Abbott Laboratories, North Chicago, Ill, as Hotycin 
by Eli Lilly & Company, Indianapolis, and as Erythromycin 
by the Upjohn Company, Kalamazoo, Mich. 
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In a recent article,’ I gave reasons why primary 
tuberculosis should be treated with the potent anti- 
tuberculosis drugs available today. Primary tuberculo- 
sis has long been recognized as the fountainhead of 
tuberculous diseases both in childhood and in adult 
life. Until recently little could be done to control its 
natural consequences. For this reason, large numbers 
of infected children and adults continue to fall ill with 
tuberculosis. The discovery cf isoniazid has presented 
a new hope. Animal experiments have brought forth 
convincing evidence that isoniazid is effective in treat- 
ing primary tuberculosis. Clinical experiences strongly 
indicate that serious tuberculous diseases can be pre- 
vented in infected children by early institution of 
isoniazid therapy. Thus, a new concept of tuberculosis 
control has been born; that is, the prevention of illness 
in infected children through antimicrobial therapy of 
primary tuberculosis. 

Heretofore, the diagnosis of primary tuberculosis has 
been of little concern to the medical profession, be- 
cause there was little that could be done for the con- 
dition. Indeed, the significance of primary tuberculosis 
has been so sadly disregarded that the great majority 
of cases have not been diagnosed until serious compli- 
cations have revealed the existence of the disease. 
Now, since primary tuberculosis can be treated, it is 
more than ever a regret to allow a child to develop 
serious tuberculous diseases. The diagnosis of the con- 
dition, therefore, becomes mandatory, for, unless phy- 
sicians make the diagnesis, children with primary 
tuberculosis cannot receive the benefit of modern drug 
therapy. In this paper certain salient points regarding 
the diagnosis and drug therapy of primary tuberculo- 
sis, which were brought up in a previous article,’ will 
be elaborated. 

Diagnosis 


Limitations of X-ray Examination.—Although roent- 
genographic examination of the chest is a very valuable 
tool for finding chronic pulmonary tuberculosis in 
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DIAGNOSIS AND ANTIMICROBIAL THERAPY OF PRIMARY 
TUBERCULOSIS IN CHILDREN 


Katharine H.-K. Hsu, M.D., Houston, Texas 


¢ Awareness of the possibility of tuberculosis, espe- 
cially of primary tuberculosis in children, is more 
important for the diagnosis of this condition than 
anything else. Tuberculin testing, using purified pro- 
tein derivative, is the most effective method of de- 
tecting primary tuberculosis, since most of the chil- 
dren harboring this disease appear perfectly well 
and the majority have normal-appearing chest roent- 
genograms. Isoniazid, given in conjunction with 
aminosalicylic acid, is the most potent and least toxic 
antituberculosis drug known; and, while it does not 
assure eradication of the infection, an adequate 
course of therapy greatly minimizes the chance of 
serious tuberculous diseases. 


adults, it is a poor method for detecting primary tuber- 
culosis in children because primary tuberculosis does 
not show radiographic manifestations in the majority 
of patients. The primary focus is usually so small and 
the hilar lymph nodes so buried in the mediastinal 
shadow that they are not visualized unless they happen 
to assume an unusually large size or have developed 
complications such as atelectasis or bronchogenic 
spread. If chest radiographic examination were relied 
upon for the diagnosis of primary tuberculosis, the 
majority of cases would be missed. To pronounce 4 
child nontuberculous on the basis of a “negative” chest 
roentgenogram is not justified. Indeed, in conferring a 
false sense of security a great deal of harm can be 
done, for children with primary tuberculosis may de- 
velop serious tuberculous complications without any 
warning. I have repeatedly seen children whose chest 
radiograph showed no gross lesions at all develop tu- 
berculous meningitis. 

Needless to say, the presence of shadows on the 
chest roentgenogram does not necessarily mean tuber- 
culosis. Although pathological changes in the lung 
consequent to a primary infection usually follow 4 
certain pattern, there is no pathognomic roentgen0 
graphic picture of tuberculosis. For instance, acuté 
segmental pneumonia of bacterial or viral origin may 
simulate tuberculosis in radiographic appearance. Pul- 
monary calcifications due to mycotic infections may be 
indistinguishable from calcified tuberculous lesions. 
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The usefulness of roentgenographic examination for 
primary tuberculosis is limited to those cases in which 
the lesions are so large or so situated as to allow their 
visualization. In such instances, serial radiographic 
examination is a valuable means of observing the prog- 
ress Of the local disease. Lateral projection is essen- 
tial, since it often reveals the large hilar nodes, which 
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symptoms or signs. However, it is important to realize 
that by the time the tuberculin reaction becomes posi- 
tive, all the above-mentioned pathological changes 
have already taken place. 

A positive tuberculin reaction in an infant strongly 
indicates active tuberculosis, because the child has not 
lived long enough to allow the infection to heal, In 


the primary complex and the hematogenous seedings. 
The hematogenous dissemination of tubercle bacilli 
begins within a few hours after the primary infection 
occurs.* The recent studies of Strém ° with radioactive 
phosphorus (P “*)—labeled BCG have demonstrated that 
the bacilli are widely disseminated throughout the 
body of the guinea pig within one hour after intra- 
dermal injection. The foci of bacilli thus seeded in 
the lungs and other tissues of the body are usually so 
sma!l and asymptomatic that they cannot be detected 
clinically. The primary complex, although larger in 
size. often escapes x-ray examination, for gross lesions 
are not revealed unless they are so large or so situated 
as to allow their visualization. Thus, a child can have 
an active tuberculous infection without showing any 


may not be visualized in the posterioanterior view. older children, a recent conversion of tuberculin re- 
. Importance of the Tuberculin Test.—Tuberculin test- action from negative to positive is a sure sign of re- 
ing is the most effective method of detecting primary cently acquired infection still in its active stage. Thus, 
tuberculosis. Since most of the children with primary tuberculin testing not only detects the presence of 
1 tuberculosis appear perfectly well and in the great tuberculosis but, when periodically applied, indicates 
majority of cases their chest roentgenograms do not when the infection takes place. A freshly acquired in- 
show abnormal shadows, a positive tuberculin reaction fection is always an active infection. How often the 
often gives the only clue to the presence of tubercu- test is to be repeated depends upon the chance of ex- 
losis. posure to tuberculosis. Children living in areas with a 
The clinical significance of a positive tuberculin re- high incidence of tuberculosis should be tested every 
action can be fully appreciated only in the light of the six months. Those having household contact with 
pathology of primary tuberculosis. Figure 1 shows tuberculous patients should be tested at least every 
the two components of primary tuberculosis, namely, three months. Babies born to households of persons 
som with tuberculosis must be tested even more often if 
+ the contact cannot be broken. of 
For diagnostic purposes, purified protein derivative 
. of tuberculin (tuberculin PPD) is preferred to old — 
o tuberculin because of its standardized potency. Three — 
+ different strengths are available on the market, the —— 
4 first strength, the second strength, and the intermediate — 
oe strength. The first strength is 0.00002 mg. in 1 ml. of =a 
a ie solution. This is known as one test unit. According to — 
= : ~~ Seibert,* “a dose of 0.0001 mg. (5 test units or the a p23 
as ‘ake intermediate strength) detected practically all of pa- — 
tients suffering from active tuberculosis. A final dose 
of 0.0001 mg. (intermediate strength) may be the 
% Ere: most informative for the clinician, and the second dose "7 
* ; = - of 0.005 mg. (250 test units or the second strength ) 5 
could well be eliminated except for BCG vaccination 
work or possibly epidemiological studies.” According — 
4 = * to the report of the United States Public Health Serv- ‘A at 
“ 2 ae ice, 0.005 mg. purified protein derivative of tuberculin — 
y (second strength) may give a false-positive reaction. 
d This nonspecific reaction to a high dose of tuberculin 
J : “ is much more prevalent in the southeastern part of the — 
United States than in the north and west.” 
d ® 4 The use of 0.0001 mg. purified protein derivative of a 
tuberculin (intermediate strength ) has the definite ad- 
7 vantage of completing the tuberculin test with a single la 
3 Fig. 1—Drawing showing primary complex and hematogen- dose. It is important that the solution be freshly pre- ae 
a ous seedings of tubercle bacilli in primary tuberculosis. Black 
t dots indicate primary complex; black circles with two paral- pared. A vial containing five doses - probably most 
: lel white lines, hematogenous seeding. suitable for office use, because this would eliminate gt 
. keeping the solution for more than one or two days. ae 


The longer the solution is kept and used, the greater 
is the chance of contamination with proteolytic bac- 
teria, which would destroy the tuberculoprotein in the 
solution of purified protein derivative of tuberculin 
and greatly lower its potency. Furthermore, the adsorp- 
tion of tuberculin to the container also reduces the 
potency of the solution.® The test is read 48 to 72 hours 
after the injection. An indurated area of at least 5 mm. 
in diameter is considered a positive reaction. Erythema 
without induration indicates a negative test.’ When the 
induration is less than 10 mm., it may be difficult to 
differentiate a slightly positive reaction from a nega- 
tive one. In case of doubt, the test should be repeated 
in two weeks or a month. On repeated testing with 
the same dose of tuberculin, some children may show 
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a negative reaction and others may show a positive 
reaction. I consider a mild reaction positive only when 
it can be verified by a subsequent test. Repeated 
testing with purified protein derivative of tuberculin 
of intermediate strength does not in itself produce a 
positive tuberculin reaction.* 

Vollmer’s patch test is convenient to use, but the 
convenience is gained at the expense of accuracy. 
Since the tuberculin is applied to the surface of un- 
broken skin, the amount being absorbed varies. Insuffi- 
cient absorption of tuberculin due to greasy skin, ex- 
cessive perspiration, or premature detachment of the 
patch may result in a false-negative reaction. Converse- 
ly, false-positive reactions are known to occur. I have 
repeatedly seen children who were referred to the City 
of Houston Children’s Tuberculosis Hospital and Clinic 
because of a positive patch test but who reacted nega- 
tively to intradermal testing with purified protein de- 
rivative of tuberculin. The cause of such discrepancy is 
not clear at this time. 

It must be mentioned that, although the patch test 
has its shortcomings, it is far better than no tuberculin 
test. In situations in which routine intradermal testing 
cannot be carried out because of Jack of trained per- 
sonnel or other reasons, the patch test can be a very 
valuable screening procedure, because it allows the 
testing of a large number of children who would other- 
wise receive no tuberculin testing at all. In fact, a 
significant number of cases referred to our clinic were 
originally discovered by routine patch tests. Many of 
these cases would have remained undiscovered other- 
wise. The tuberculin reaction can be considered posi- 
tive only if the positive patch reaction is verified by an 
intradermal test. In my experience, it has been able to 
be verified in the majority of cases, provided the patch 
test was properly done and read. 

Gastric Lavage for Culture of Tubercle Bacilli.—The 
finding of tubercle bacilli in the sputum is a convincing 
proof of active tuberculosis, even in the absence of 
roentgenographic or clinical manifestation of the dis- 
ease, The frequent use of bronchoscopy in recent years 
has revealed the fact that bronchial involvement is a 
common occurrence in primary tuberculosis. The case- 
ous hilar lymph nodes, which are usually adherent to 
the bronchial wall, often evacuate their bacilli-loaded 
contents into the bronchial lumen. While this may or 
may not be accompanied by symptoms of coughing 
and wheezing, the bacilli can be demonstrated in the 
bronchial secretion. The bronchial secretion is brought 
up by the ciliary movement of the bronchial epithe- 
lium even without the act of coughing. Children seldom 
expectorate. The “sputum” thus brought up is usually 
swallowed. At night, when the emptying time of the 
stomach is prolonged, a considerable amount of bron- 
chial secretion accumulates in the stomach. Gastric 
lavage is the usual method of obtaining “sputum” 
specimens from children. 

The success of finding the tubercle bacilli from the 
gastric contents depends a great deal upon the ade- 
quacy of the specimen. It is essential that the gastric 
lavage be done immediately after the child wakes up 
in the morning and before the stomach empties its 
contents into the intestine. For this reason, it is not 
satisfactory to bring children to the clinic for gastric 
lavage. Adequate specimens can be obtained either by 
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admitting the child to the hospital overnight or by 
sending a nurse to the child’s home early in the morn. 
ing to do the lavage, Specimens thus obtained should 
be inoculated into several culture mediums for tu- 
bercle. bacilli. Direct smear examination of the gastric 
contents is of limited value, for tubercle bacilli are not 
usually found on the smear unless they are present in 
large numbers, Furthermore, demonstration of acid- 
fast bacilli in the smear does not necessarily mean 
tubercle bacilli, since saprophytic acid-fast bacilli are 
often taken in with food and drink. This can be differ- 
entiated from tubercle bacilli by culture. 

In my experience, the largest number of positive 
gastric cultures are found in young children (fig. 2), 
Large parenchymal involvements of the lungs are usu- 
ally associated with positive cultures. In the absence 
of roentgenographic and clinical manifestations, posi- 
tive gastric cultures are encountered most frequently 
in infants. 

History of Contact with Tuberculosis.—History of 
contact with tuberculosis often yields valuable infor- 
mation which helps to estimate the probable duration 
of primary tuberculosis in a child. Household contacts 
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Fig. 2.—-Number of active cases of tuberculosis, in some of 
which tubercle bacilli were demonstrated by gastric culture in 
different age groups diagnosed at City of Houston Children’s 
Tuberculosis Hospital and Clinic, July, 1953, to July, 1955. 


are much more significant than casual contacts. A child 
recently exposed to a contagious case of tuberculosis 
in the household should be considered as a patient 
with active primary tuberculosis until proved other- 
wise. This is illustrated by the following case: 

A 9-year-old boy’s father had been given the diagnosis of 
pulmonary tuberculosis two months before the boy had a posi- 
tive Mantoux test. The child was asymptomatic. Chest roentgen- 
ography suggested some enlargement of the hilar shadow. 
Physical examination showed no gross abnormalities. However, 
a urine culture grew tubercle bacilli. Active tuberculosis was 
diagnosed and treatment instituted. 


Additional Examinations.—Primary tuberculosis is, 
as a rule, a hidden infection. It can only be found if 
it is looked for. Tuberculosis consciousness on the part 
of the physician is more important for the diagnosis 
of this condition than anything else. The above-men- 
tioned methods of x-ray examination, tuberculin test, 
gastric lavage, and obtaining the patient's history of 
contact with tuberculous persons are very helpfu! for 
assessment of the activity of primary tuberculosis. To 
complete the list, there should be added a complete 
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physical examination, biopsy of suspicious peripheral 
lymph nodes if present, urinalysis and culture of urine 
for tubercle bacilli, and examination of household 
members for tuberculosis. If initial examinations do 
not disclose evidence of active tuberculosis, it is essen- 
tial to examine the child periodically thereafter, par- 
ticularly during adolescence when latent primary 
infection is liable to evolve into active tuberculous 
disease. 
Antimicrobial Therapy 


Objectives of Drug Therapy.—Isoniazid is the most 
potent and the least toxic antituberculosis drug known. 
It hastens the healing of the existing lesions and pre- 
vents the development of new lesions. Although, like 
most antimicrobial drugs, it does not assure eradication 
of the infection, an adequate course of therapy greatly 
minimizes the chance of reactivation. This is true even 
in as severe a form of the infection as miliary tuber- 
culosis.® Since such effective therapy is available, it is 
only logical that all active tuberculous lesions in the 
body be treated, whether they are hidden primary in- 
fections or manifested reinfections. Early treatment 
is the key to success of tuberculosis therapy. Hidden 
lesions are the immediate precursors of all tuberculous 
diseases. Treatment of hidden lesions is, therefore, 
early treatment. 

It must be admitted that our present-day clinical 
method of detecting tuberculous lesions is a very crude 
one. This has been proved over and over again on 
the operating table and in the autopsy room. Tuber- 
culous mediastinal nodes as large as 2 cm. in diameter 
can be completely missed by roentgenographic exam- 
ination. Active tuberculous lesions of significant size in 
the viscera often completely escape clinical examina- 
tion. The time has come when we physicians must 
treat tuberculosis according to our knowledge of the 
pathology and the natural evolution of the disease 
rather than according to what we are able to see or 
feel in the patient. 

Hematogenous Seedings.—The significance of the 
initial dissemination of the tubercle bacilli in primary 
tuberculosis has been almost completely ignored in 
the past by the clinicians, largely on the false notion 
that primary tuberculosis is a benign disease. However, 
pathological studies show that the initial dissemination 
has far-reaching consequences. The bacilli thus seeded 
in the different tissues of the body are directly respon- 
sible for tuberculous diseases later in life. Rich’s foci in 
the brain,’® the Simon and the Huebschmann foci in 
the lungs,"* and other foci in the kidneys and bones 
are familiar examples. These potentially dangerous foci 
of infection should be treated before they evolve into 
clinically manifested diseases. Since the advent of 
isoniazid, tuberculous meningitis and tuberculosis of 
the bones and kidneys have become a rarity in patients 
receiving the therapy.° 

Primary Complex.—Fresh pulmonary infiltration usu- 
ally resolves promptly with drug therapy, but large 
hilar nodes resolve very slowly. If a caseous node rup- 
tures into the bronchial lumen, a bronchial fistula is 
formed; this leads to the formation of endomural gran- 
ulomas, This type of bronchial tuberculosis responds 
poorly to drug therapy.'* Pulmonary opacity due to 
atelectasis may persist for a long time if the mechanical 
obstruction of the bronchus cannot be relieved. In my 
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experience, although drug therapy does not seem to 
show striking effect in shrinking the size of the large 
hilar nodes, bronchogenic spread and development of 
tuberculosis in other parts of the body are distinctly 
absent in patients who have received isoniazid therapy. 

Strategic Timing of Drug Therapy.—Primary tuber- 
culosis is most active in the first few months of infec- 
tion, when the tubercle bacilli multiply rapidly in the 
primary complex as well as in the metastatic foci. The 
great majority of serious postprimary complications 
occur during this period, Isoniazid is most effective on 
multiplying tubercle bacilli. When applied to a fresh 
primary infection, it has the best chance of preventing 
early sequelae and minimizing future reactivation. To 
capitalize on the drug action, isoniazid therapy should 
be instituted soon after the acquisition of tuberculin 
sensitivity. After the first year of infection, primary 
tuberculosis gradually submerges into an inactive state. 
The indication for drug therapy thereby diminishes. 
Since isoniazid has virtually no bactericidal or bac- 
teriostatic effect on dormant bacilli, it is doubtful 
whether any benefit can be expected from drug therapy 
of an inactive infection. 

Questions have been raised whether isoniazid should 
be used prophylactically in children who have to live 
in homes with infected persons and who have not yet 
been infected with the disease, as indicated by a nega- 
tive tuberculin test. This problem is particularly acute 
in dealing with infants because of the great risk of 
serious tuberculous diseases developing at that time. 
The study of Schmidt ** shows that normal monkeys 
given isoniazid remained tuberculin negative despite 
heavy exposure to tuberculosis. However, on with- 
drawal of the drug a significant number of them be- 
came tuberculin positive and developed tuberculosis. 
Tubercle bacilli isolated from these animals were found 
to retain a high order of susceptibility to isoniazid. 
What can be accomplished in the human being by pro- 
phylactic use of isoniazid has aroused considerable in- 
terest. A special study on this subject is now being 
conducted by the Bureau of Indian Affairs of the 
United States Public Health Service and the Henry 
Phipps Institute of the University of Pennsylvania. 

Children in Need of Drug Therapy.—Certainly not 
all children reacting to tuberculin require drug ther- 
apy. Only those whose bodies harbor active lesions are 
likely to profit by drug therapy. The greatest indication 
would be for infants and those children whose tuber- 
culin reaction has recently converted from negative to 
positive. Children under 3 years of age deserve special 
attention because of the high morbidity rate of pri- 
mary tuberculosis at that age. In our clinic, approxi- 
mately 70% of the cases of active tuberculosis were 
found in children 3 years old and under (fig. 2). 
Large-scale studies on the treatment of tuberculin re- 
actors in this age group with isoniazid are under way 
in the United States, France, and Greece. Adolescence 
is another vulnerable age. Primary tuberculosis ac- 
quired during this period of life is particularly liable 
to develop into serious tuberculous complications. For 
this reason, periodic tuberculin testing is of special 
importance in order to detect the early phase of pri- 
mary tuberculosis in these age groups. 

Children with positive tuberculin reactions who, 
for some reasons, require steroid therapy should be 
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given isoniazid, because steroid therapy is known to 
cause reactivation and even dissemination of latent 
tuberculosis. 


Dosage of Drugs and Duration of Treatment 


Isoniazid.—For the treatment of active tuberculosis 
in adults, 5 mg. of isoniazid per kilogram of body 
weight per day has proved adequate by extensive 
clinical trials. However, the optimum dosage of ison- 
iazid for treatment of primary tuberculosis in children 
has not been agreed upon, This is evidenced by the 
fact that different dosages have been used by different 
investigators. The United States Public Health Serv- 
ice has chosen a daily dose of 4 to 6 mg. per kilogram 
of body weight for the large-scale study of meningitis 
prophylaxis. In France, the National Institute of Hy- 
giene uses 10 to 20 mg. per kilogram of body weight 
per day for the large-scale study of primary tubercu- 
losis in infants and adolescents.’* Choremis in Greece 
has used a daily dose of 5 to 10 mg. per kilogram of 
body weight for children under 3 years of age who 
are asymptomatic. 

Among the rules devised to relate doses for adults 
to those for children, the calculation based on the 
surface area appears more appropriate than that based 
on body weight or age. For a 24-year-old adult weigh- 


ing 75 kg. (165 lb.), a daily dose of 375 mg. is needed 


Dosage of Isoniazid in Children, Calculated on Basis of 200 Mg. 
per Square Meter of Body Surface Area 


Approximate 


Surface Area, Dose/Kg./ Approximate 


Age, Yr. Wt., Kg. (Lb.) Sq. M. Day, Mg. Dose/Day, Mg. 
24 75 (165) 1.8 5 375 
8 30 (66) 1.0 7 200 
1 10 (22) 0.5 10 100 
Newborn 
infant 3 (6.6) 0.25 17 50 


according to body weight. This is approximately 200 
mg. per square meter of body surface area. Calculat- 
ing children’s dosage on the basis of 200 mg. per square 
meter, the doses required for different age groups are 
tabulated in the table. 

In the City of Houston Children’s Tuberculosis Hos- 
pital and Clinic, over 300 children have been treated 
with isoniazid in the past three years. A dosage of 10 
mg. per kilogram of body weight appears to be well 
tolerated by young children. For children above 3 
years of age, a lower dosage of 6 to 8 mg. per kilo- 
gram of body weight has been used. No incidence of 
peripheral neuritis has been found so far. Most of the 
children take multiple vitamin preparations, which 
supply 1 to 2 mg. of pyridoxine daily. 

The optimum dosage of isoniazid varies with the 
age of the patient and the severity of the infection. 
Individual variations in the rate of inactivation of 
the drug in the body further complicate the problem 
of optimum dosage.'® The dosages tabulated above 
may be used as a general guide, subject to modifica- 
tion for individual cases during the course of therapy 
according to clinical judgment. 

Aminosalicylic Acid.—Whether aminosalicylic acid 
is an essential adjuvant to isoniazid in the treatment of 
primary tuberculosis is not clear at this time. How- 
ever, the consensus on drug therapy of tuberculosis is 
to use isoniazid in conjunction with aminosalicylic 
acid in order to avoid drug resistance. The dosage 
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recommended for children varies from 200 to 300 mg 
per kilogram of body weight, with a maximum dail 
dose of 12 Gm. per day. I find 200 mg. per kilogram 
of body weight is very well tolerated by children 
Higher dosage is more liable to cause gastrointestina| 
irritation, which may interfere with the child’s nut. 
tion. 

Duration.—Continuous drug therapy for at least one 
year is probably necessary for primary tuberculosis for 
two reasons: 1. This would cover the first year of the 
primary infection when serious early complications 
are more likely to occur, as demonstrated by the stud. 
ies of Lincoln *® and Wallgren."* 2. A one-year period 
is recommended by the American College of Chest 
Physicians as the minimal period of drug therapy for 
tuberculosis, even in the mildest cases."* 

Both isoniazid and aminosalicylic acid in the form 
of compressed tablets are well accepted by children. 
The older ones usually chew them up. For the babies, 
mashing the tablets with a little water or milk in a 
spoon is all that is necessary. I find it advantageous to 
admit the child to the hospital for several days for a 
complete work-up and for the initiation of drug ther- 
apy. In a hospital environment, where all the children 
take tablets at the same time, the psychology of 
“monkey see, monkey do” is very helpful in overcom- 
ing the child’s initial resistance to taking pills. Usually 
there is no difficulty of continuing the drug administra- 
tion at home after the child’s dismissa] from the hos- 
pital. 


Comment 


The advent of antimicrobial therapy has _ revolu- 
tionized the treatment of tuberculosis, including pri- 
mary tuberculosis. Isoniazid therapy of primary 
infections is one way of reducing the number of new 
cases of overt tuberculous diseases, which have con- 
tinued to appear at an alarmingly high rate despite 
the dramatic decline in the mortality rates of tuber- 
culosis in the past decade. Special effort must be made 
to find the infected children. Tuberculin testing, the 
most accurate means of detecting primary tubercv- 
losis, must be made a routine pediatric procedure at 
doctors’ offices and children’s clinics and in nurseries 
and schools. Special efforts of case finding should be 
directed to preschool-age children and adolescents, for 
primary tuberculosis is particularly hazardous in those 
age groups. Each case of a tuberculin reactor found 
should be carefully evaluated and drug therapy in- 
stituted for patients with active infections, whether 
they appear sick or not. 

It must be realized that drug therapy of primary 
tuberculosis is at best a repairing of damage which 
has already been done. So long as no eradicative drug 
is known, the most that can be expected of drug ther- 
apy is to suppress the infection to the extent that will 
enable the body defense mechanism to keep it under 
abeyance or, in some instances, to eliminate it even- 
tually. One must even be mindful that the ultimate 
goal of tuberculosis contro] is the prevention of pri- 
mary tuberculosis. This can be accomplished only by 
identifying and isolating the spreaders of tubercle 
bacilli. 

Children are sensitive indicators of tubercle bacilli. 
A positive tuberculin reaction in an infant always 
points to a contagious case of tuberculosis in his im- 
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mediate environment. Recent conversion of tuberculin 
reaction in an older child has the same significance. 
The doctor’s responsibility does not cease until the 
source of infection is found and isolated. Therefore, 
a diligent search for primary tuberculosis in children 
becomes a means to an important end—the prevention 
of primary tuberculosis. 


3602 W. Dallas (2). 
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CLINICAL NOTES 


MOLAR SODIUM LACTATE COMPARED WITH ELECTRICAL 
STIMULATION IN CARDIAC ARREST 


Leonard M. Silverman, M.D. 


Herbert Ejichert, M.D., Miami, Fla. 


External electrical stimulation by an artificial car- 
diae pacemaker can be lifesaving when used to stimu- 
late the heart in ventricular standstill. Additional 
clinical evidence * after Zoll’s first report in 1952 ° of 
its successful application has established beyond ques- 
tion the usefulness and efficacy of this mode of therapy. 

Once applied, electrical stimulation of the ventricles 
must be continued indefinitely, until the heart has re- 
gained the ability to beat rhythmically without the 
help of an artifical stimulus. The period of time for 
which electrical stimulation will be required cannot 
be predicted. To accelerate the recovery of the heart, 
epinephrine, arterenol (nor-epinephrine ), isoprotere- 
nol (Isuprel) hydrochloride, ephedrine, and other 
drugs have been used frequently for the purpose of 
arousing spontaneous ventricular contractions. These 
sympathomimetic drugs are not always dependable 
and indeed may produce multifocal ventricular activ- 
ity,’ resulting in ventricular fibrillation. Recently 
molar sodium lactate solution has also been shown to 
have the ability to improve cardiac rhythmicity.’ 
Moreover, it is much safer than the drugs previously 
used for this purpose. 


From the departments of medicine, University of Miami 
School of Medicine and Jackson Memorial Hospital. Dr. Silver- 
a is a Public Health Research Fellow of the National Heart 
nstitute, 


The present case report is presented as a unique 
instance of successful restoration of ventricular rhythm 
by the use of molar sodium lactate in a patient with 
ventricular arrest who was being kept alive by means 
of artificial electrical stimulation. 


Report of a Case 


A 79-year-old male was admitted to the Jackson Memorial 
Hospital on Feb. 11, 1956, having had two Stokes-Adams 
attacks shortly before his arrival at the emergency room. 
Except for occasional angina for the previous six months, there 
was no history of cardiac disease, previous convulsions, or 
episodes of syncope. The patient had received no therapy be- 
fore being hospitalized. 

Physical examination on admission revealed a well-developed, 
well-nourished, alert man, who appeared comfortable. Tem- 
perature was 98 F (36.6 C); blood pressure level, 170/100 mm. 
Hg; respiratory rate, 20 per minute; and pulse rate, 42 beats 
per minute. The cardiac rhythm was irregular. The remainder 
of the physical examination revealed no further findings. 

Findings on initial laboratory studies included a sedimenta- 
tion rate (Wintrobe) of 11 mm. per hour; hematocrit, 47%; 
red blood cell count, 4,800,000 per cubic millimeter; hemo- 
globin, 14.5 Gm. per 100 cc.; white blood cell count, 3,700 per 
cubic millimeter, with 1 stab form, 63 segmented cells, 33 
lymphocytes, 1 monocyte, and 2 basophils; the Venereal Dis- 
ease Research Laboratory test, nonreactive; and nonprotein nitro- 
gen level, 24 mg. per 100 cc. Urinalysis showed a specific 
gravity of 1.010 and proteinuria of 115 mg. of protein per 
100 cc. Chest x-ray showed that the heart was moderately 
enlarged and revealed the presence of a smal] pleural effusion 
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at the left base. Electrocardiograms (fig. 1) revealed complete 
heart block with alternating right and left bundle-branch-block 
patterns, frequent premature multifocal ventricular contractions, 
and probable anteroseptal injury or damage. 

Two hours after admission, the patient had a third Stokes- 
Adams attack and recovered spontaneously. He was placed on 
a regimen of bed rest and the administration of oxygen, anti- 
coagulants, and 25 mg. of ephedrine every four hours. From 
the day of admission until Feb. 23, an average idioventricular 
rate of 44 beats per minute was maintained. Serial electro- 
cardiograms continued to show complete atrial ventricular 
heart block, with alternating right and left bundle-branch- 
block patterns and a suggestion of profound subendocardial 
ischemia. 


Fig. 1.—Electrocardiographic tracings in patient on admission 
showing complete atrial ventricular block, frequent premature 
multifocal ventricular contractions, and probable anteroseptal 
injury or damage. 


At 2:30 a. m. on Feb, 23, the patient’s mental state seemed 
to have become worse, and his speech was slurred. The idio- 
ventricular rate was 24 beats per minute. At noon the ventricu- 
lar rate dropped to 12 per minute (fig. 2), and the patient 
became semicomatose. The cardiac pacemaker was attached 
to the chest wall with the positive electrode in the V2 position 
and the negative electrode in the Vs position. At this time a 
rate of 40 impulses per minute was maintained, with a minimal 
effective intensity of 55 volts. Blood pressure was maintained 
at 160/90 mm. Hg. One cubic centimeter of epinephrine in oil 
was given intramuscularly every two hours, When the pace- 
maker was temporarily turned off during the first few hours of 
its use, the idioventricular rate varied from 6 to 10 beats per 
minute. This slow spontaneous rhythm would persist for from 
30 to 60 seconds, after which the ventricles would cease beat- 
ing entirely. At 3 p. m., 80 cc. of molar sodium lactate solution 
was given intravenously over a five-minute period. This had 
no effect on the idioventricular rate. The patient’s mental state 
remained unchanged. The pacemaker impulses produced stren- 
uous contractions of the pectoral muscles, but these had no 
effect on the moribund patient. 

Continuous electrical stimulation was necessary throughout 
the night, and, at 10:15 a.m. on Feb. 24, the minimal effective 
stimulating voltage was 35 volts. Intramuscularly given epine- 
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phrine in oil and intravenously given atropine and pentylene. 
tetrazol (Metrazol) were unsuccessful in producing a spon. 
taneous idioventricular rhythm. At 12:40 p. m., momentan 
cessation of electrical stimulation resulted in a complete cessa. 
tion of ventricular contractions as noted on the continuous) 
recorded electrocardiograms. At 12:45 p. m., 160 cc. of mola; 
sodium lactate was given intravenously over a period of 2 
minutes. Immediately at the end of the infusion, spontaneoys 
ventricular beats unassociated with pacemaker impulses wer, 
noted on the electrocardiogram. The pacemaker was ther 
turned off, and an idioventricular rate of 30 beats per minut 
had been established. Another 80 cc. of molar sodium lactat; 
solution was given over a 10-minute period, and the ventricu. 
lar rate increased to 40 beats per minute. At 3 p. m., the blood 
pH (venous blood) was 7.35; nonprotein nitrogen level, 70 mg. 
per 100 cc.; value of serum chlorides, 99 mEq. per liter 
carbon dioxide content, 27 mEq. per liter; sodium content, 
142 mEq. per liter; and potassium level, 6.9 mEq. per liter. 
After the reappearance of spontaneous ventricular beating, the 
patient’s mental alertness rapidly, returned. The patient con- 
tinued to receive between 80 and 160 cc. of molar sodium 
lactate solution intravenously daily until March 2. Then oral 
administration of 100 cc. of the solution daily was begun. The 
idioventricular rate continued between 40 and 60 beats per 
minute. After the molar sodium lactate solution had restored 
idioventricular beating, sublingual administration of  isopro- 
terenol was instituted and continued until the date of dis- 
charge. The patient was fully ambulatory on the ward and 
continued to receive from 5 to 10 Gm. of molar sodium lactate 
daily. On March 16, the therapy was discontinued, without 
observable effect on the heart rate. Electrocardiograms (fig. 3 
continued to show a complete atrioventricular block, with 
alternating right and left bundle-branch-block patterns. The 
patient has continued to take 15 mg. of isoproterenol sublingv- 
ally four times a day and, at the time of writing, has had the 
same essential rhythm and general status. 


A 


Fig. 2.—A, electrocardiographic tracing taken at noon, Feb. 
23, immediately before electrical stimulation was begun, show- 
ing auricular rate of 100 and ventricular rate of 12 beats. 
B, at 1 p. m., Feb. 23, with electrical stimulation, tracing 
showing ventricular contractions regularly following pacemaker 
impulses at rate of 36 beats per minute. C, at 3:08 p. m. 
Feb. 23, with pacemaker off, tracing showing ventricular rate 
of less than 3 beats per minute persists after administration of 
80 cc. of molar sodium lactate solution. D, at 12:40 p. m. 
Feb. 24, with pacemaker oft, tracing showing ventricular arres! 
with auricular rate of 100 beats per minute. E, at 1:25 p. m. 
Feb. 24, with pacemaker off, tracing showing ventricular rate 
of 37 beats per minute after administration of 240 cc. of molar 
sodium lactate solution, 


Comment 


The survival of this patient could be attributed to 
the ability of the cardiac pacemaker, as designed by 
Zoll,® to induce and maintain regular ventricular c0n- 
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tractions during a temporary state of spontaneous 
ventricular arrest. In a critical situation the pacemaker 
should be attached to the patient with a minimum of 
delav. If the physician believes the pacemaker may 
have to be used on a particular patient, the machine 
should be constantly available at the patient’s bedside 
and ready for instant use. It may be wise at times to 
allow the electrodes to remain in position on the pa- 
tient’s chest until the emergency is no longer antici- 
pated. 

The length of time for which electrical stimulation 
will be required is unpredictable. Repeated stimula- 
tion has been necessary for as long as five days in a 
patient who survived.” Pharmacological methods used 
heretofore to arouse and maintain ventricular con- 
tractions have not been dependable and sometimes 


| 


Fig. 3.—Electrocardiographic tracings 10 days after resuscita- 
tion of patient with electrical stimulation and administration of 
inolar sodium lactate solution, showing complete atrioventricular 
block with right bundle-branch-block pattern and occasional 
premature ventricular contractions indicative of old anteroseptal 
infarction. 


have produced undesirable rhythms from an ectopic 
focus.” It has also been shown that electrical stimula- 
tion can induce minute hemorrhages in the heart mus- 
cle, which may have a deliterious effect.’ The demon- 
stration by Bellet, Wasserman, and Brody* of the 
efficacy of molar sodium lactate solution in restoring 
the heartbeat in terminal cardiac arrest and in ven- 
tricular standstill associated with Stokes-Adams attacks 
formed the basis of its use in the patient in the case 
reported. The initial quantity of of 80 cc. of molar 
sodium lactate solution was ineffective. On the follow- 
ing day a ventricular rhythm was established immedi- 
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ately after injection of 160 cc. of the drug. This 
terminated the need for electrical stimulation. No 
toxic ventricular responses were noted. 

Although the exact mode of action of molar sodium 
lactate solution is not completely understood, existing 
evidence indicates that the cardiac effects can prob- 
ably be attributed to the metabolic alkalosis caused 
by administration of the drug." The patient was given 
relatively small maintenance doses (5 to 10 Gm. daily ) 
of molar sodium lactate for several weeks in the hope 
that some benefit might be derived as a result of the 
alkalinizing action of the drug. When the administra- 
tion of the drug was discontinued, no changes in the 
cardiac mechanism could be detected; and it is quite 
possible that the low maintenance doses given in this 
case were ineffective. 


Summary 


In a case of ventricular standstill the patient was 
resuscitated and cardiac rhythm was maintained by 
means of external electrical stimulation. Relatively 
small doses of molar sodium lactate solution were com- 
pletely ineffective as a substitute for the pacemaker in 
maintaining ventricular activity. Large amounts of mo- 
lar sodium lactate solution, however, were found to be 
equally good if not better than the artificial pacemaker 
in maintaining a durable rhythm. General clinical 
improvement was much more striking with molar 
sodium lactate solution than with the pacemaker. It 
would appear that molar sodium lactate may be an 
adjunct to or may be used instead of electrical stimu- 
lation to restore idioventricular beating. 
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The goal in the treatment of allergic contact derma- 
titis is to effect recovery of the patient in the time 
which it usually takes to recover from the eruption 
without therapy, or, if possible, sooner. Therefore, it 
is always distressing when a patient being treated for 
an allergic contact dermatitis develops a more severe 
eruption during therapy as a result of locally applied 
medicaments prescribed by the physician. 

Individuals sensitive to one substance are likely to 
react unfavorably to others. This is explained in part 
by cross-sensitivity phenomena,’ and in part by the 
“predisposing background” of the individual.? Thus 
it is important that medicaments used for topical 
therapy be as nonsensitizing as possible. 

The index of sensitization of drugs applied topically 
is evaluated prior to their release for general use by 
“prophetic” patch testing *; however, the only real 
test for the sensitization index of a topical agent is 
the test of repeated usage over long periods of time 
by many persons. As varying agents come into more 
widespread usage, sensitization may occur in certain 
individuals. When this happens, it is worthwhile to 
bring it to the attention of the profession. Hydrophilic 
ointment bases have come into widespread use; there- 
fore, it is believed to be worthwhile to report a case 
of allergic contact sensitization to one of these bases. 
In this instance, a contact dermatitis developed despite 
the presence of 1% hydrocortisone in the ointment 
base. 

Report of a Case 


History.—A 49-year-old female was first seen on Oct. 11, 
1955, with a secondarily infected ulcer of six months’ duration 
on the left leg. A diagnosis of ecthyma was made, and the 
area was treated with dressings wet with aluminum acetate 
solution and with bacitracin ointment. With improvement of 
the skin lesions there was slight swelling and itching on the 
foot, and the patient was given 1% hydrocortisone in a hydro- 
philic ointment base (1% Cort-Dome Creme, 1% hydrocortisone 
alcohol in Acid Mantle Creme). Five days later a vesicular 
eczematous dermatitis characteristic of epidermal contact sen- 
sitivity developed in the area under treatment. Patch tests with 
the 1% hydrocortisone ointment were made, and a strongly 
positive reaction occurred at the end of three days, The 
patient gradually recovered over a period of several weeks. 

Examination.—On July 11, 1956, this patient was seen again 
with a dermatitis of two days’ duration involving the mid- 
finger of the left hand. The eruption was vesiculobullous. 

Treatment and Course.—The patient was treated with alumi- 
num acetate solution compresses, and the same 1% hydro- 
cortisone ointment as previously used was inadvertently pre- 
scribed for later use. The use of this was followed by the 
development of a severe eczematous eruption involving the 
hands, forearms, and, subsequently, the face and neck, This 
extensive dermatitis was brought under control in a few days 
with orally administered prednisolone. 

Patch Tests.—Patch tests were performed with the 1% hydro- 
cortisone ointment and with the various ingredients in the 
ointment base. No reactions were obtained to beeswax, glycerin, 


From the Division of Dermatology, Department of Medicine, 
University of Miami Medical School. 


CONTACT DERMATITIS DUE TO HYDROCORTISONE OINTMENT 
REPORT OF A CASE OF SENSITIVITY TO EMULSIFYING AGENTS IN A HYDROPHILIC OINTMENT BASE 


Wiley M. Sams, M.D. 


J. Graham Smith Jr., M.D., Miami, Fla. 
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liquid petrolatum, and white petrolatum. Full-strength appli. 
cations of spermaceti and methylparaben gave questionable 
reactions. Erythema and papules developed after 48 hours 
in response to a patch test with sodium lauryl sulfate, 4 
reaction, with erythema and vesicles, developed after 48 hours 
in response to a patch test with the self-emulsifying wax in the 
ointment. Sodium lauryl sulfate and the wax were incorporated 
in petrolatum in the percentage in which they are used in the 
ointment base, and the patch tests were repeated. There 
was an erythematous papular response in 48 hours to sodium 
lauryl sulfate and a response of erythema and vesicles in 48 
hours to the wax. Neither the sodium lauryl sulfate nor the 
wax produced as severe a reaction as that obtained from the 
base itself, which contained both ingredients. 


Comment 


The self-emulsifying wax (Ceramol) is a partial) 
sulfated (approximately 10%) fatty alcohol mixture in 
the 12-carbon-atom to 18-carbon-atom range. Sodium 
lauryl sulfate (Dupanol C) is a 12-carbon-atom sul- 
fated lauryl alcohol. Both of these chemicals are used 
extensively in the manufacture of various pharma- 
ceutical ointments and creams.‘ According to the 
manufacturers of these preparations, allergic contact 
dermatitis resulting from them is extremely un- 
common.” 

In reference to a query concerning allergic sensi- 
tivity to hydrophilic ointment USP XIV, which con- 
tains 1% sodium lauryl sulfate, Carney ° stated that he 
had seen little, if any, evidence that sodium lauryl 
sulfate is an important allergin or irritant when used 
in this way. Jambor and Suskind * applied patch tests. 
using 1% sodium lauryl sulfate, to 57 patients with 
hand eczemas and found no positive reactions. Kooy- 
man * states that 1% sodium lauryl] sulfate is a mild 
primary irritant and will, like soaps, produce some 
reactions on most skins when patch-tested in concen- 
trations of 1% or more. It should be noted that a 
recommendation was made that sodium lauryl sulfate 
be omitted from USP XIV _ hydrophilic ointment’ 
because of an increase in allergic response reported 
due to sodium lauryl sulfate in synthetic detergents. 

As the 12-carbon-atom to 18-carbon-atom alcohols 
and sulfated alcohols are in widespread use, particu- 
larly sodium lauryl sulfate, which is found in tooth- 
pastes and many anhydrous emulsions and_ other 
preparations,’° it is important to know the exact cor- 
stituents of bases which are used frequently in the 
care of dermatological patients. 

The pharmaceutical manufacturer of a_ topically 
applied medicament has certain advantages which are 
often not available to the individual pharmacist. He 
can control the uniformity of his product by the 
purchase of individual ingredients in large amounts. 
He can perfect the consistency and stability of the 
preparation by the use of dispersing and emulsifying 
agents and, when needed, add antioxidants or pre 
servatives. These may be necessary additions fot 


Vol. 


medi 
is he 
be a 
use, } 
inert 
to ex 
certa 
medi 


In 
ointn 
the o 
aller; 
the r 
hols. 
fate, 
deter 
conta 
rence 
tions 
infor 
tions 


308 


Info 
Mantle 
testing 


Th 
thous 
Durit 
strate 
cation 
recru: 
founc 
comp 
syster 
facilit 
With 
point 
In thi 
practi 
patier 
of ack 

Du 
and t 
illustr 
terpre 
physic 
tribut 
illustr 
in tea 
quant 
treme 
mater 

In t 
of pro 
Sitates 
vious] 


| 
1212 
| 
| 
an 
~ 
OF. 
Acs 
a 
‘ 
5 
; 
2 
3 } 
b's 
4 


Vol. 164, No. ll 


medicaments which will not be immediately used. It 
is helpful, in fact necessary at times, that the clinician 
be aware of all of the constituents of the product in 
use, not only the active ingredient but the supposedly 
inert materials, in order that he may be better able 
to explain untoward reactions, to avoid irritation from 
certain materials, and to select with greater skill the 
medicament to be used. 


Summary 


In a case of contact sensitivity to a hydrophilic 
ointment base, the presence of 1% hydrocortisone in 
the ointment base did not prevent the development of 
allergic contact-type sensitivity. The sensitivity was 
the result of allergy to free and sulfated higher alco- 
hols. These substances, especially sodium lauryl] sul- 
fate, are widely used in ointment bases, cosmetics, 
detergents, and other preparations which come into 
contact with the skin. Because of the common occur- 
rence of contact dermatitis, and since many prepara- 
tions contain the substances listed and other offenders, 
information concerning the ingredients of prepara- 
tions for topical use should be more readily available. 


308 Ingraham Bldg. (Dr. Sams). 


Information on ingredients (Cort-Dome Creme and Acid 
Mantle Creme) in the ointment base and materials used in 
testing in this study were supplied by Mr. Irving B. Wershaw 
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of Dome Chemicals, Inc., New York. Information on the self- 
emulsifying wax (Ceramol) used in this study was supplied 
by Mr. A. J. Frankel of the Aceto Company, Inc., Flushing, 
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VISUAL EDUCATION IN THE PHYSICIAN’S OFFICE 


John B. Gregg, M.D., Sioux Falls, S. D. 


The saying that “one picture is worth more than ten 
thousand words” is usually attributed to Confucius. 
During World War II, the U. S. armed forces demon- 
strated brilliantly the advantage of using visual edu- 
cation for rapid indoctrination of inexperienced 
recruits into the intricacies of modern warfare. It was 
found that even a mediocre student could be taught 
complicated subjects easily and efficiently. This same 
system can be utilized by the physician in his office to 
facilitate and emphasize discussions with patients. 
With some patients a picture often will convey the 
point where detailed verbalization only confuses them. 
In this day of high-tempo life and large, busy medical 
practices, some form of rapid communication with 
patients is essential. Pictorial education is one means 
of achieving this objective. 

During the past few years in medical periodicals 
and texts there have appeared numerous excellent 
illustrations, many semidiagrammatic and easily in- 
terpreted, elucidating various points of anatomy and 
physiology. The pharmaceutical houses have also con- 
tributed numerous useful brochures, often brilliantly 
illustrated. Many of these diagrams could be valuable 
in teaching patients, but to store and classify the vast 
quantity of material for immediate availability is a 
tremendous task. For this reason most of this excellent 
material is not utilized to the best advantage. 

In the otolaryngologist’s office, thorough discussion 
of problems with patients or their parents often neces- 
sitates detailed, time-consuming conversation. Pre- 
viously, various charts and pamphlets had been used 


to illustrate and facilitate interpretation. Too often 
the desired illustrative material could not be found 
quickly, was torn or mutilated, or did not show ex- 
actly what was desired. The quantity of books and 
pamphlets needed soon produced a bulky pile of 
material in the office. For these reasons, a system was 
devised to eliminate the bulk of the illustrative ma- 
terial and substitute a compact, immediately available 
series of chosen pictures and diagrams. This system 
has proved very satisfactory. It is described here be- 
cause it can be used in any physician’s office. 


Method 


The illustrations from various texts, periodicals, and 
pharmaceutical-house brochures that were used most 
often were photographed on 35-mm. film. These were 
mounted in 2-by-2-in. cardboard slide mounts. This 
produced from the original documents clear, sharp 
photographs, which are easily stored. 

At first these reproductions were shown to patients 
in a small individual viewer or in a tabletop viewbox 
(see figure, D and F), but it was found that, if more 
than one person was viewing the slides, this mode of 
presentation was cumbersome and time consuming. 
To overcome this disadvantage, the slides were dis- 
played on a light-colored wall with a projection 
lantern (see figure, E). Again, it was found that much 
time was consumed loading and changing the slides, 
if more than one picture was shown. Presentation of 
a series of slides was found to be facilitated by the 
use of a projector with a magazine that was in- 
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A, 35-mm.-slide projector with slide magazine, automatic changer, and remote-control button. B, projector in use in physician’s 
office. C, magazine having a capacity of 36 slides, D, small, hand-held viewer, which is less useful because of its small image size and 
unadaptability for group use. E, projection lantern, with two-slide carrier, which is excellent for showing single slides but cumbersome 
for a series of slides. F, tabletop slide viewbox, which gives a larger image than hand-held viewer but is not adaptable for group use: 
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dexed (see figure, C ). Several magazines of slides con- 
cerning common problems were compiled. Over a 
period of time superfluous projection slides were 
eliminated, so that now only 30 slides are commonly 
kept in the slide magazine. Whenever new illustra- 
tions are encountered, they are photographed and 
placed in the reserve slide file. More recently an auto- 
matic changing device has been incorporated on the 
projector so that slides can be changed rapidly and 
easily by merely pressing a button (see figure, A). 
With an extension-cord switch on the slide changer, 
the projector can be changed from a point as much as 
15 ft. from the machine. 


Comment and Conclusions 


During the discussion of problems with patients, it 
has been found that the total interview time in many 
instances can be reduced by from one-third to one- 
half by using pictures. For example, to interview the 
parents of a child with a hearing loss caused by 
eustachian tube obstruction secondary to hypertrophied 
adenoids formerly took 20 to 30 minutes. With good 
illustrations, the factors involved are often compre- 
hended by such persons in 15 minutes (see figure, B ). 
In other cases in which patients hesitate to allow a 
needed surgical procedure, such as an operation for 
otosclerosis to restore hearing or a sinus operation to 
promote drainage, pictures have helped emphasize 
and explain the need for treatment. A third example 
is the case of the patient with cancerophobia who, 
complaining of a lump in the throat, is found on ex- 
amination to have lingual tonsillitis. Pictorial demon- 
stration of the source of his symptoms helps materially 
in quieting his fears and decreases the interview time. 
In an average office day, the illustrative material is 
used from two to three times, sometimes five or six 
times. 

Patient reaction to this mode of explanation has 
been highly favorable. On several occasions patients 
have mentioned that they had read about their diffi- 
culties or had had discussions with other physicians 
but they did not understand exactly what was meant. 
They reported that the pictorial interpretation clari- 
fied the matter to their satisfaction. Over a period of 
time it has become apparent that this method of pa- 
tient education has resulted in better physician- 
patient relationship. 

For the physician who makes photography a hobby 
or uses photography in his office to document patho- 
logical material, copying of illustrations will be easy. 


VISUAL EDUCATION—GREGG 1215 


All that is needed is a copying attachment for the 
camera and two or three photoflood bulbs. The mount- 
ing of the slides of the color photographs is done by 
the film manufacturer. Direct positive black-and- 
white photographs can be easily mounted by the 
physician himself, using the cardboard slide mounts 
that are available. This work can also be done by any 
photographic studio. In the case of the physician who 
does not do photographic work, various pictures that 
he desires to use can be copied and mounted by a 
photographic studio. Prepared anatomic illustration 
slides can be obtained from supply houses. For con- 
venience in handling and storage and for economy 
the 35-mm. slides are considered superior to the 
larger slides that are available. 

Any good projector can be used. The magazine-feed 
type is simpler and faster to use. An automatic chang- 
ing device, either push-button controlled or fully 
automatic, facilitates presentation of a series of slides. 
In the doctor's office, the slide projector can be in- 
stalled on his desk or on a convenient ledge. Although 
a projection screen is desirable, these pictures repro- 
duce well on any light-colored wall or door. If a 
projector having a bulb of 300 watts or greater is 
used, pictures can be seen clearly in daylight. How- 
ever, a room that can be made semidark is preferable. 

The same slides that are used in the office can be 
used elsewhere. The physician in practice is frequent- 
ly called upon to lecture to nurses, interns, and various 
lay groups on subjects pertaining to medicine. Be- 
cause of his familiarity with the slides used in his 
office, he can use them to great advantage in such 
discussions. 

Education of patients regarding medical problems 
is one of the duties of the physician. Too often this 
duty is neglected, with the result that the patient be- 
comes upset and dissatisfied. This is a_ significant 
factor in the breakdown of the patient-physician rela- 
tion ship. One of the best ways to prevent this dis- 
satisfaction on the part of the patient is by honest, 
frank discussion of the medical problems involved 
between the patient and his physician. Such discus- 
sions are often time consuming and disrupt the heavy 
schedule of the doctor's office. By the use of methods 
of visual education in the physician's office greater 
understanding can be achieved in less time and with 
less effort. The method described, that of using 
35-mm. slides to illustrate discussions, can be used in 
any practitioner's office. 

14 Riverview Heights. 


The Normal and Abnormal.—Psychiatrists have despaired of finding any neat definition that 
will contain all of the elements that spell out serious mental disease. Mental disease is not 
something that affects this or that mental function; it is a disorder that pervades all of the 
thinking, all of the feeling, and all of the activity of the individual. . . . The whiteness and 
the blackness of the law is [also] a matter of dismay to psychiatrists. We know that in mental 
life there do not exist these exact boundaries between the normal and the abnormal, nor be- 
tween the mildly abnormal and the significantly abnormal. Of course, the law cannot be 
vague—it demands exactness. But, it is the hope of most psychiatrists that some compromise 
can be found. To them the concept of diminished responsibility seems sound.—M. S. Gutt- 
macher, Why Psychiatrists Do Not Like to Testify in Court, Bulletin of the Menninger Clinic, 


November, 1956. 
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SPECIAL ARTICLE 


The main reason for the extensive investigation of 
the properties and behavior of various attenuated 
polioviruses was to determine whether and, if so, how 
maximally attenuated strains might safely be used for 
the production of long-lasting immunity and for the 
eradication of the naturally occurring virulent viruses. 
It is now evident that the capacity of polioviruses to 
produce harmless, immunogenic infections of the ali- 
mentary tract is not dependent on their neurotropic 
activity. The studies of several groups of investigators 
have also shown that such alimentary infections can 
be produced not only in people without antibody but 
in children with maternal antibody and in individuals 
with antibody resulting from the administration of 
Salk vaccine.’ 

Since the ingestion of attenuated strains has been 
found to reproduce the natural infectious process in 
the alimentary tract, there may be reason for expecting 
that the resulting immunity may also be as long-last- 
ing, but only the passage of time can establish whether 
such expectation is justified. Recent studies, summa- 
rized in table 1, have also shown that a single infection 
by attenuated strains can reproduce the resistance of 
the alimentary tract to subsequent infection that is 
found in naturally immune individuals but not in those 
immunized by the intramuscular injection of killed- 
virus vaccine, There is, therefore, some reason for as- 
suming that an orally administered attenuated polio- 
virus vaccine would interfere with the implantation 
and dissemination of the naturally occurring virulent 
strains. 

The real issue, therefore, concerns the safety of an 
attenuated vaccine as regards not only the viruses that 
are originally ingested but those that are excreted after 
varying periods of multiplication in the alimentary 
tract. If there were strains of poliovirus, completely 
lacking in neurotropism for the most susceptible pri- 
mate neurons regardless of dose and mode of inocula- 
tion, and if such strains weré otherwise harmless and, 
unlike other living organisms, did not mutate, there 
would be little difficulty in reaching a decision regard- 
ing their use on a large scale. Since the extensive stu- 
dies of the past four years have failed to reveal such 
polioviruses, the remainder of this communication will 
be devoted to a summary of our current knowledge 
about the significance of various degrees of neurotrop- 
ism as it is measured quantitatively in monkeys and 
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PROPERTIES AND BEHAVIOR OF ORALLY ADMINISTERED 
ATTENUATED POLIOVIRUS VACCINE 


Albert B. Sabin, M.D., Cincinnati 


of the variations in neurotropic activity of different 
strains before and after propagation in the alimentary 
tract. 

Neurotropism 


Spectrum of Neurotropism.—The spectrum (see fig- 
ure) of currently available strains ranges from the 
most neurotropic, which paralyze monkeys after intra- 
cerebral injection (inoculum placed in brainstem) 
of 1 to 10 tissue culture infective doses (TCID), to 
the least neurotropic, which are inactive, except in 
a limited way in an occasional monkey, after direct 


TABLE 1.—Resistance of Alimentary Tract to Infection with About 

10° Plaque-Forming Units of Indicated Attenuated Strains of 

Poliovirus in Nonimmune and Naturally Immune Adults as Well 

as in Adults Who Received Single Feedings of Attenuated Virus 
or Two Doses of Salk Vaccine Intramuscularly 


No. of Subjects Who 
Excreted Virus of 


“Type 1, Type 2, Type 3, 
L Se P 71 


L 2 Leon 
Category Strain Strain Strain 

No homotypie, low-avidity or high-avidity 


Naturally acquired, low-avidity antibody only 
found on pH test (with few exceptions may 


be result of heterotypie infection)........... 15/19 2/3 7/7 
Naturally acquired, low-avidity and 

high-avidity antibody present ............... 1t/11 2417/12 6/12) 
Ingested homotypie attenuated virus 


No homotypie, low-avidity or high-avidity 
antibody before receiving 2 doses of Salk 
vaccine, tested 2 weeks to 3% mo. after 2nd 


* 17/19, 17 of 19 subjeets excreted virus; 7, only a trace of virus excreted 
on single day. 

+ Subject had very low level of type 1 antibody in both types of tests 
(1:3 high-avidity and 1:8 low-avidity), which might represent heterotypic 
response to infection with type 2 or 3 polioviruses. When he was fed type ! 
virus second time, 8 mo. later, there was no multiplication in the alimen- 
tary tract. 

t After initial feeding (8 mo. before present test) type 1 attenuated virus 
multiplied for only few days, and much of alimentary tract may have 
been unaffected by virus. 

§ Fifteen mo. before present test, this man was fed a mixture of type 1 
and type 2 viruses, and both multiplied simultaneously. It is possible that 
part of alimentary tract was previously affected only by type 1 virus and, 
thus, remained susceptible to type 2 virus fed subsequently. 

|| Note that, in naturally immune subjects, resistance of alimentary tract 
to subsequent infection is highest for type 1 and lowest for type 3 virus. 
High resistance to type 5 virus among those who previously ingested type 3 
attenuated virns perhaps may be related to fact that same strain was 
used both times. 


spinal inoculation of 10° TCID or more. Strains that 
may be regarded as being attenuated at least ten- 
million-fold because 10’ TCID or more are inactive 
in most intracerebrally inoculated monkeys may still 
be paralytogenic when given intraspinally in doses 
of 10 to 100 TCID. Thus, the strains at the least 
neurotropic end of the spectrum represent an attenu- 
ation that is in excess of one-hundred-million-fold, 
but these strains still produce neuronal lesions of 
varying extent in a varying proportion of spinally in- 
oculated monkeys that exhibit no paralysis. It has also 
become evident, however, from tests on large numbers 
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of chimpanzees that polioviruses that are only partly 
attenuated, as determined by their intracerebral and 
spinal activity in monkeys, are not paralytogenic in 
maximal doses by the spinal route in chimpanzees, and 
some of these strains also produce no demonstrable 
lesions. 

Incidence of Paralysis in Chimpanzees and Humans. 
—Since the incidence of paralysis among chimpanzees 
that are fed highly virulent virus is approximately 20%, 


wOsT NEUROTROPIC LEAST NEUROTROPIC 
TCIO 10% —10°-* 
PARALYSIS NO PARALYSIS 

CYNOMOLGUS MONKEYS 


BRAINSTEM NEURONS LUMBAR CORD NEURONS 


Viruses active in this range in monkeys 
NOT PARALYTOGENIC IN CHIMPANZEES 
in doses of 1O©—107 intraspinally 


Chart showing neurotropic spectrum of known polioviruses in 
relation to different primate neurons. 


corresponding to the maximal paralytic attack rate 
recorded for human beings (a virgin-soil epidemic 
among highly inbred Eskimos), there is at least some 
reason for assuming that the most susceptible human 
neurons are comparable to those of chimpanzees. 
These observations, taken together with the fact that 
viruses recovered from the nervous system of patients 
with paralytic disease invariably exhibit high intra- 


TaBLe 2.—Intracerebral Activity in Cynomolgus Monkeys of 
Virus Excreted in Stools of Human Volunteers Fed Least Attenu- 
ated and Most Unstable Type 1 Virus (Mahoney, KP 33)* 


Days After 
Ingestion Original Stool 
of Virus \— 
Stool TCDsot Result TCDsot Result 
Specimen Inoculated, in Each Inoculated, in Each 


Stool Culture 


Volunteer Taken Logio Monkey? Logio Monkey? 
WOE disccautoowauiens 6 3.2 0, 0 5.2 0, 0, 11 
MK:..:tnmeeeseenens 7 4.2 0,0 5.9 0, 8, 9 
10 3.2 0, 0 5.7 0, 9, 9 
4.2 0, 8, 23 4.9 8, 8, 17 
COM. <cionmmesssc 14 2.5 0, 0 4.9 0, 7, 10 
TO. cseuseoudures 14 5.0 0, 0, 0 4.9 0, 0, 0 

28 3.2 0, 0, 0 59 0, 8, 9 
BE esedonpeceeiat 9 3.2 0, 0, 15 5.4 0, 8, 16 
5 3.2 0, 0, 0 5.2 0, 0, 0 
140 4.9 0, 0, 0, 0 
2.5-5.0 3/23 4.9-5.9 14/31 
paralyzed paralyzed 


_ “Culture fluid fed to volunteers was not paralytogenic for monkeys 
inoculated intracerebrally with small or large doses, but subsequent 
passages prepared from it usually paralyzed a varying proportion. 
Intraspinally, the smallest doses were paralytogenic for cynomolgus 


a but neither large nor small doses were paralytogenic in chim- 


'TCDso, tissue culture doseso. 


nee are ineubation period (days) in paralyzed monkey. 0, no 
aralysis, 


cerebral paralytogenic activity in monkeys, provide us 
with the only criteria that we now have for estimating 
the potential safety for human beings of viruses in a 
given range of the neurotropic spectrum in the mon- 
key. It is possible, of course, that other factors, ex- 
clusive of neurotropism, such as a limited ability for 
multiplication in extraneural tissues outside the ali- 
mentary tract, may also influence the safety of orally 
administered virus. 
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Preliminary Studies on Excreted Virus 


Type 1 Virus.—In the very first tests in chimpanzees 
and human volunteers’ it was found that, after feed- 
ing partially atenuated strains, the virus excreted in 
the stools was more neurotropic for monkeys than that 
which was fed. The result obtained with the stools of 
seven volunteers at different times after ingestion of 
the least attenuated and most unstable type 1 virus 
are shown in table 2. Although the viruses in the orig- 
inal stools of only two individuals exhibited some 
paralytogenic activity in monkeys, the presence of 
more neurotropic particles in most of the stool speci- 
mens becomes evident when the stool is cultured and 
larger amounts are inoculated intracerebrally. 

That the more neurotropic particles do not neces- 
sarily overgrow the others is evident in the tests on 
volunteer “Mal.,” whose 9-day stool exhibited increased 
neurotropic activity, while that obtained at 56 days 
and 140 days (the longest carrier state observed in our 
study ) was inactive at the 10°-TCID level. The most 


TABLE 3.—Intracerebral Activity in Cynomolgus Monkeys of 

Virus Excreted in Stools of Human Volunteers Fed Most Highly 

Attenuated Type 1 Virus (L Sc) Purified Only by Terminal Dilu- 
tion Technique® 


Days After 
Ingestion Original Stool 
of Virns 
Stool TCDsot Result TCDsot Result 
Specimen Inoculated, in Each Inoculated, in Each 


Stool Culture 


Volunteer Taken Logio Monkey?! Logic Monkey? 
BS gcctirensecdaes 7 3.2 0, 0, 0 4.9 0, 0, 0 
11 +49 0, 0, 0 
eee 7 3.2 0, 0, 0 4.7 0, 0, 0 
21 59 0, 0, 0 
BEES. avdenssccacsvs 7 3.2 6, 0, 0 4.7 0, 0, 0 
4 | 4.2 0, 0, 0 
- 7 2.5 0, 0, 0 5.2 0, 0, 0 
14 5.7 0, 0, 0 
7 5.2 0, 0, 0 
4 5.2 0, 0, 0 
2.5-8.2 0/12 4.2-5.9 0/30 
paralyzed paralyzed 


*Culture fluid fed and subsequent passages from it were invariably in- 
active in intracerebrally inoculated monkeys, even in maximal doses 


*TCDso, tissue culture doseso. 
20, no paralysis. 


active stool culture in this series, that of volunteer 
“Har.,” failed to produce paralysis in three chimpan- 
zees inoculated intraspinally with more than 10° TCID 
of virus. Similar negative results with two other strains 
were obtained in six champanzees inoculated with 
stool cultures of similar intracerebral neurotropic ac- 
tivity in monkeys. Thus, there is at least some reason 
for assuming that the increase in monkey neurotropism 
observed in these tests is not necessarily in the harmful 
range for human beings. 

Although this particular type 1 strain was unstable 
even on propagation in vitro, similar, although less 
frequent and less extensive, increases in neurotropism 
were observed with four naturally occurring attenu- 
ated type 1 strains. It also became evident that the ex- 
tent of increase in neurotropism after multiplication 
in the alimentary tract might be related to the degree 
of attenuation of the virus that was fed. The results 
of tests on early and late stools of five volunteers who 
were fed the highly attenuated type 1 L Se strain 
yielded no paralysis in any of the 42 monkeys inocu- 
lated intracerebrally with amounts of virus up to 10°° 
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TCID (table 3). Some of the original stools were not 
tested because they contained too little virus to be of 
significance. The stools of three chimpanzees that in- 
gested large amounts of this strain yielded similar 
results not only in intracerebrally but in spinally in- 


TABLE 4,—Spinal Activity in Cynomolgus Monkeys of Virus Ex- 
creted in Stools of Human Volunteers Fed Most Highly Attenu- 
ated Type 1 Virus (L Sc) Purified Only by Terminal Dilution 


Technique 
Days After 
Ingestion Incidence of Paralysis in 
of Virus Monkeys with Indicated Logio 
Stool Dose of Virus 
Specimen — 
Volunteer Taken 6.5-6.0 5.5-5.0 4.5-4.0 
14 2/5* 0/8 0/5 
7 0/3 
1 1/5 1/8 0/5 
7 1/3 
21 0/3 
7 1?/3 
11 4/8 3/5 
21 2/3 2/3 0/3 
42 4/5 4/5 3/5 
13/26(50%) 11/47(23%) 4/24C07%) 
(5?) 
Culture 3/13(23%) 1/5(20%) 0/9 


"2/5, 2 of 5 monkeys were paralyzed. 


oculated monkeys. The results of spinal tests in mon- 
keys with the stool cultures of six volunteers indicated, 
however, an increase in neurotropic activity in this 
higher range of the spectrum in at least three (table 


TaBLe 5.—Intracerebral Activity in Cynomolgus Monkeys of 
Virus Excreted in Stools of Human Volunteers Fed Naturally 
Occurring Attenuated Type 2 Virus (P 712) Purified Only by 
Terminal Dilution Technique® 


Days After 
Ingestion 
of Virus — — 

Stool TCDsot Result TCDsot Result 
Specimen Inoculated, in Each Inoculated, in Each 
Volunteer Taken Logio Monkey} Logio Monkey? 


Original Stool Stool Culture 


eegiiniicseeree 7 3.0 0, 0, 0 5.7 0, 0 
7 4.0 0, 0 5.2 0, 0, 0 
10 5.2 0, 0, 0 
7 27 0, 0, 0 5.7 0, 0, 7P 
14 5.2 0, 0, 0 
7 5.2 0, 0, 0 
28 4.9 0, 0, 10 
a kenceepeuaes 7 3.5 0, 0, 0 4.9 0, 0, 13 
42 5.2 0, 0, 0 
7 4.2 0, 0 4.2 0 
42 4.9 0, 0, 9 
POE, Winbcoeadewwens 7 3.5 0, 0, 0 5.9 0, 0, 6 
56 5.2 0, 0, 0 
7 3.5 0, 0, 0 5.4 0, 
56 6.2 0, 0, 19 
ope enetewbeucmee 7 3.2 0, 0, 0 5.2 0, 0, 0 
56 5.2 0, 0, 17 
cevesseeeoooce 7 3.2 0, 0, 0 5.2 0, 0, 0 
56 5.2 0, 0, 0 
2.7-4.2 0/25 4.2-5.7 6/53 
paralyzed paralyzed 


*Incidence of paralysis resulting from intracerebral injection of ingested 
culture fluid were at 10°-*, 1/7; at 105-*, 1/9; and at 104-®, 0/5. 


+*TCDso, tissue culture doseso. 


tNumbers are incubation period (days) in paralyzed monkeys. 0, no 
paralysis. 


4). Nevertheless, these were the best results obtained 
with any of the type 1 strains tested, and this strain 
was, therefore, selected for further study. 

Type 2 Virus.—Table 5 shows the results of tests in 
monkeys intracerebrally inoculated with the early and 
late stools and stool cultures of 10 volunteers after 
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ingestion of the type 2 P 712 virus. These results led 
to the selection of this strain as the optimum one for 
further study. None of the 25 monkeys inoculated with 
the original stools developed paralysis, and only 6 of 
the 53 inoculated with approximately 10° TCID ex- 
hibited some paralytic effects—an incidence not strik- 
ingly different from that observed with the original 
culture fluid. Progeny tests on the viruses recovered 
from these monkeys indicated that this low incidence 
represented the selection of special mutants by the 
monkey nervous system. 

Type 3 Virus.—Table 6 shows the results of similar 
tests on the type 3 attenuated Leon strain, which led 
to its selection as the optimum one for further study. 
These results, of course, do not show that virus par- 
ticles with increased neurotropism did not appear in 
the intestinal tract of these volunteers; they only show 
that the increase was not sufficient in either numbers 
or extent to be selected by the inoculation of 10° to 
10° TCID into the brainstems of monkeys. 


TaBLe 6.—Intracerebral Activity in Cynomolgus Monkeys of 

Virus Excreted in Stools of Human Volunteers Fed Moderately 

Attenuated Type 3 Virus (Leon KP 34) Purified Only by Ter- 
minal Dilution Technique® 


Days After 
Ingestion 
of Virus 

Stool TCDsot Result TCDsot Result 
Specimen Inoculated, in Each Inoculated, in Each 


Stool Culture 


Volunteer Taken Logio Monkey} Logio Monkey} 
OE a 7 3.2 0, 0, 0 3.9 0, 0, 0 
WEE. Jeseesaverseees 7 4.2 0, 0, 0 4.2 0, 0, 0 
GR ee 9 4.2 0, 0, 0 3.9 0, 0, 0 
10 3.7 0, 1878 4.2 0, 0, 0 
13 3.7 0,0 5A 0, 0, 0 
14 2.2 0, 0, 0 4.9 0, 0, 0 
14 2.7 0, 0, 0 4.9 0, 0, 0 

2.2-4.2 17/20 3.9-5.4 0/21 


paralyzed paralyzed 


*Incidence of paralysis resulting from ingested culture fluid at 107-5, 


0/7: at 10°-5, 0/4: and at 105-5, 0/4. Subsequent passages prepared from 
it invariably paralyzed 10 to 40% of monkeys at 107 dose. 

#T'CDso, tissue culture doseso. 

30, no paralysis. 

SOnly questionable weakness with few focal lesions: trace of eytopatho- 
genie virus in spinal cord, nezative on passage to other monkeys. Num- 
ber indieates incubation period (days) in monkey. 


Studies on Optimal Single-Plaque Strains 


Since all the strains tested up to this point had been 
purified only by the terminal dilution technique in 
culture tubes and may have represented progeny orig- 
inally derived from more than one virus particle, it 
was possible that any increase in neurotropic activity 
of virus excreted in the stools may have been due to 
the “plating out” of a preexisting mixed population of 
virus particles in the culture fluid that was fed. When 
the populations of the three optimum strains were 
“dissected,” so to speak, by obtaining the progeny of 
many single, triply purified plaques, it was, indeed, 
found by quantitative spinal tests in monkeys that the 
virus particles making up each strain were not homo- 
geneous in their neurotropic activity. Some exhibited 
approximately the same spinal activity as the total 
population making up the original strain, others were 
distinctly more neurotropic, and 1 or 2 among 9 or 10 
particles tested from each strain exhibited the least 
neurotropic activity that had been encountered thus 
far."” 
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Since repeated in vitro subcultures of these highly 
attenuated single-plaque derivatives yielded similar 
results on spinal inoculation in monkeys, it became 
possible to test, in a definitive way, the differences 
between the viral populations produced by many 
cycles of multiplication in the alimentary tract and 
those produced during the relatively few cycles of 
multiplication in tissue cultures in vitro. 

Selection of Optimum Strains.—The progeny of 37 
separate, triply purified plaques derived from 6 dif- 
ferent type 1 strains were tested by spinal inoculation 
in monkeys before selecting the optimum type | strain. 
Although a few other plaques yielded virus that was 
as highly attenuated, none was superior to it. The 
type 2, single-plaque strain that was ultimately se- 
lected was derived from a stool culture of a chimpan- 
zee that had been fed the optimum single-plaque virus 
segregated from the P 712 strain. The type 3 strain 
is derived from the optimum plaque segregated from 
the attenuated Leon virus. 

Approximately 25-liter lots of each of these strains 
were grown in rhesus kidney cultures, with the co- 
operation of the Merck, Sharp and Dohme Research 
Laboratories and the help of Dr. Bettylee Hampil and 


Taste 7.—Intracerebral Activity in Cynomolgus Monkeys of 
Optimum Single-Plaque Strains of Each Type of Poliovirus 
Grown in 20-to-25-Liter Lots of Monkey-Kidney Tissue Culture® 


Paralytogenie Effect 


Plaque- in Monkeys of 1 Ml. 

Forming of Indicated Dilution 

Units of — 
Type Strain Virus/ Ml. Undiluted 
L Se, 2 ab 4.2107 0/10t 0/5 
vas P 712, Ch, 2 ab 3.6107 0/10 0/5 
Leon, l2aib 4.3107 0/10 0/5 


* Intracerebral inoculation of 107 plaque-forming units (PFU) or more 
of other lots of these strains in groups of 10 monkeys also yielded neg- 
ative results. Intramuscular (deltoid) injection of about 10° PFU or more 
(2 ml. undiluted culture fluid) of each strain in groups of 10 to 15 eyn- 
omolgus monkeys was also without paralytogenic effect. 

+010, none of 10 monkeys were paralyzed. 


her associates. After Seitz filtration and appropriate 
tests in monkeys, chimpanzees, rabbits, guinea pigs, 
mice, and tissue cultures, aliquots of these lots were 
fed to 100 adult volunteers—31 without either low- 
avidity or high-avidity, homotypic antibody; 28 with 
only low-avidity, naturally acquired antibody (in most 
instances, the very low titer was probably due to 
heterotypic infection); 18 with naturally acquired, high- 
avidity antibedy for all three types; and 23 immu- 
nized by previous ingestion of attenuated polioviruses 
The standard dose, based on previous observations, 
was 0.01 ml. of culture fluid (approximately 10° 
plaque-forming units [PFU]) in a teaspoonful of 
cherry syrup. Many stool specimens from each of these 
individuals were tested in tissue culture, and no agents 
other than the ingested polioviruses were recovered. 

Results.—In order to be able to evaluate the signifi- 
cance of the tests for neurotropic activity of the virus 
found at different times in the stools of these volun- 
teers, it is necessary to examine the data on the viruses 
that were fed. Table 7 shows that each of these single- 
plaque strains was inactive intracerebrally, and, even 
when as much as 40 million TCID was injected in 
large numbers of monkeys, there was no selection of 
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paralytogenic mutants by the monkey nervous system. 
Doses in the range of 100 million TCID inoculated in 
the deltoid muscles were also without effect. 

Type 1 Virus: Table 8 shows the results of repeated 
spinal tests in monkeys of different cultures of the 
type 1 virus, and it is evident that only an occasional 
monkey exhibited a slight, localized, or questionable 


TABLE 8.—Spinal Activity in Monkeys of Optimum Type ! 
Single Plaque Strain (L Sc, 2 ab) in Repeated 
Tests with Different Cultures 


Passage 
Level Paralytic Effect in 
and Monkeys of 0.1 Ml. 


Volume of Type of of Indicated Dilution! 


Plaque Culture, pH of TCD* Ml. Monkeys — 
Line Ml. Culture Logio Usedt Undiluted 
1 
(pH 8.2) KP 2, 100 8.2 7.5 c. 2815 2/5 0/5 
II 6.8 7.0 1 sl 5 0/5 
(pH 6.8) KP 1, 30 6.8 7 Cc 1 sl/5 05 0/5 
KP 2, 100 8.2 7.0 1 al/5 0/5 
KP 3, 375 7.5 Cc, 3/10 
KP 3, 25,000 7.5 7.6 17/10 17/5 19/5 
7.5 7.6 Rh 2 sl+27/10 1427/5 0/5 


“TCD, tissue culture dose. 
+ eynomolgus; Rh, rhesus. 


3 sl, slight and limited involvement: %, involvement only of toes or ex 
tension of traumatic paralysis with limited foeal poliomyelitis lesions in 
lumbar cord. 2/5, 2 of 5 monkeys were paralyzed. 


effect after inoculation of very large doses. Table 9 
shows the results of tests in monkeys intracerebrally 
inoculated with stool cultures of 20 volunteers obtained 
6 to 7 days after ingestion and with eight stool cultures 
obtained at 14 to 28 days. It should be noted that 
virus multiplication in the alimentary tract begins 
within 24 to 48 hours after ingestion and that at 6 to 
7 days the virus in the stools already represents the 
progeny of many cycles of multiplication, Among 80 
monkeys inoculated with 16°" to 10°” tissue culture 
doses» (TCD; ) of virus from the 6-to-7-day stool cul- 
tures, only one exhibited slight paralysis at 22 days 
after inoculation and no cytopathogenic virus was 
found in its spinal cord. Two of the eight monkeys 


TaBLe 9.—Intracerebral Paralytogenic Activity in Monkeys of 
Virus Cultured from Stools of Volunteers Fed Optimum Type 1 
Single-Plaque Strain (L Sc, 2 ab)® 


Stool Cultures Days After 


from Indicated Ingestion of TCDsot Incidence of 
No. of Volunteers Virus Stool Inoculated Paralysis 
or Individual Volunteer Specimen Taken Logic in Monkeys 
6-7 6.7-7.9 13/80 
14 7.0-7.4 0/8 
21 7.0-7.4 1/16 
28 69 0/4 
6.7 1/4 


*Stool culture from each volunteer was inoculated in 4 cynomolgus 
monkeys. 


+TCDso, tissue culture doseso. 


t This monkey exhibited paralysis of one arm 22 days after inoculation, 
but, despite presence of typical lesions, no cytopathogenic virus was re- 
covered trom spinal cord, 1/80, 1 of 80 monkeys was paralyzed. 


inoculated with to of the 28-day 
stool culture of one volunteer (“Hou.”) exhibited 
paralysis, however, indicating that this particular stool 
exhibited a slightly greater neurotropism than the 
virus that was fed. This interpretation is confirmed 
by the results of the spinal tests in monkeys (table 10). 
The 28-day stool culture of this particular volunteer 
(“Hou.”) shows a distinct increase in spinal activity 
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over that found in his 7-day stool culture and that in 
the 14-to-28-day stool cultures of the other seven vol- 
unteers tested. 

It is, thus, evident that, when a population of virus 
particles as homogeneous as that which can be ob- 
tained from a single, triply purified plaque is sub- 
mitted to the many cycles of multiplication in the ali- 
mentary tract of many individuals, some clones of 
greater neurotropism can emerge. It is also noteworthy, 
however, that the resulting virus population is still 
highly attenuated for intracerebrally inoculated mon- 
keys. 

The same dose of this lot of type 1 virus was also 
fed to five children who were 5 to 11 years of age 
and possessed no antibody for any of the three types 
of poliovirus. Two stool cultures from each child ob- 
tained 5 to 10 and 17 to 21 days after ingestion of 
virus were tested in a total of 40 intracerebrally in- 
oculated monkeys with results similar to those shown 
for adults in table 9. 

Types 2 and 3 Viruses: Similar results were obtained 
with the type 2 and type 3 strains. The results of spinal 
tests on the type 2 virus (table 11) showed that it was 


TaBLe 10.—Spinal Activity in Monkeys of Virus Cultured from 
Stools of Volunteers Fed Optimum Type 1 
Single-Plaque Strain (L Sc, 2 ab) 


Days After 
Ingestion of TCDs0* Ineidence of 
Virus Stool Inoculated, Paralysis 
Volunteer Specimens Taken Logio in Monkeys 
28 6.0 4/4 
5.0 2/4 
4.0 3/4 
28 5.2 1/4 
14 5.7 0/4 
14 5.7 1/4 
21 5.7 0/3 
21 5.7 2/ 
4.7 0/4 
21 6.0 2/3 
5.0 1/4 


TCDso, tissue culture doseso. 
1/4, 1 of 4 monkeys was paralyzed. 


even more highly attenuated than the type 1. The 
tests for intracerebral activity of very large doses of 
20 stool cultures from 12 volunteers (table 12) indi- 
cate that the cultures derived from one individual 
exhibited slightly greater neurotropic activity, a result 
that is confirmed by the spinal tests (table 13). 

The spinal tests in monkeys of the type 3 virus that 
was fed to these volunteers (table 14) show the uni- 
formity of the results obtained with different cultures 
and derivatives from this strain, but also here the intra- 
cerebral and spinal tests in monkeys of the stool cul- 
tures (tables 15 and 16) show that more neurotropic 
virus can occasionally emerge, especially after many 
weeks of propagation in the alimentary tract. This 
delayed emergence of more neurotropic virus is of 
greater significance from the point of view of sec- 
ondary spread than to the individuals who ingest 
the original tissue culture virus. Although the amount 
of virus excreted in the stools after the first two weeks 
is often very small, the possibility for spread, even 
though limited, must nevertheless be assumed to exist. 
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Comment 


The extent to which the most neurotropic virus ex- 
creted by persons after ingestion of the most highly 
attenuated strains may be dangerous for other human 
beings is most difficult to evaluate and represents the 
greatest obstacle to the immediate widespread use 
of the best attenuated vaccine. The fact, mentioned 


TaBLe 11.—Spinal Activity in Monkeys of Optimum Type 2 
Single-Plaque Strain (P 712, Ch, 2 ab) in Repeated 
Tests with Different Cultures 


Paralytie Effect in 
Monkeys of 0.1 Ml 


Passage Level Type of of Indicated Dilution: 


and Volume pH of TCD*/ML., Moakeys — 
of Culture, Ml. Culture Logio Usedt Undiluted 10-1? 10-2 
8.0 7.0 ( 0/5 0/5 0/5 
8.2 7.3 0/5 0/5 0/5 
7.5 7.6 1/10 0/5 0/5 


*TCD, tissue culture dose. 

+C, eynomolgus; Rh, rhesus. 

$ 0/5, none of 5 monkeys was paralyzed; », involvement only of toes or 
extension of traumatic paralysis with limited focal poliomyelitis lesions 
in lumbar cord. 


earlier, that virus exhibiting even greater neurotrop- 
ism fer monkeys is still harmless when injected intra- 
spinally in maximal doses in chimpanzees suggests 
that such viruses may be harmless for human beings. 

Neurotropism of Polioviruses Excreted by Healthy 
Children.—It is especially illuminating in this respect 
to examine the neurotropism of the polioviruses that 
are disseminated by healthy children who have had 


TaBLe 12.—Intracerebral Activity in Monkeys of Virus Cultured 
from Stools of Volunteers Fed Optimum Type 2 
Single-Plaque Strain (P 712, Ch, 2 ab) 


Days After 


Ingestion of TCDso* Incidence of 
Virus Stool Inoculated, Paralysis 
Volunteer Specimens Taken Logio in Monkeys 

5 7.1 0/4t 
6 7.4 0/3 
6 3.9 0/4 
7 7.2 O/4 
7 7.1 0/4 
7 6.9 0/4 
42 8.2 0/4 

61 6.9 0/3 

7 8.1 0/4 
28 7.3 0/4 

10 7.7 0/4 
28 6.9 0/4 

6.4 0/4 

5.4 0/4 

21 7.7 2/4 

6.7 0/4 

5.7 1/4 


*TCDso, tissue culture doseso. 
+ 0/4, none of 4 monkeys were paralyzed. 


no contact with clinically recognized cases during non- 
epidemic periods. The data for types 1, 2, and 3 polio- 
viruses recovered from children in the United States 
and in Mexico (tables 17, 18, and 19) show how much 
more neurotropic are the majority of the strains al- 
ready circulating among healthy children under epi- 
demiologically quiescent circumstances, In sampling 
the population in Veracruz, Mexico, Ramos-AlvareZ 
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and I* found that 12% of 1-year-old to 2-year-old 
children yielded a poliovirus when single rectal swabs 
were used. 

The introduction of the highly attenuated strains, 
even with their occasional less-attenuated secondary 
variants, might prove to be an advantage rather than 
a hazard in such populations, The very low incidence 
of paralytic poliomyelitis over many decades in those 


TasLe 13.—Spinal Activity in Monkeys of Virus Cultured from 
Stools of Volunteers Fed Optimum Type 2 
Single-Plaque Strain (P 712, Ch, 2 ab) 


Days After 


Ingestion of TCDs0* Incidence of 
Virus Stool Inoculated, Paralysis 

Volunteer Specimens Taken Logio in Monkeyst 
7 5.7 1/4 
21 6.0 44 
50 4/4 
4.0 3/4 
Bat. 7 5.4 17/4 
21 5.9 17/4 
14 59 0/4 
42 6.5 3/4 


*TCDso, tissue culture doseso. 
+1/4, 1 of 4 monkeys was paralyzed. 


communities in which strains of high and low neuro- 
tropism for monkeys are constantly being disseminated 
may be indicative of the effectiveness of the inter- 
ference by the less neurotropic viruses. 

Viremia.—Also, as indicated earlier, the factor that 
may render a strain dangerous after ingestion may de- 
pend as much on its capacity for extensive multiplica- 
tion in extraneural tissues outside the alimentary tract 


Tas_e 14.—Spinal Activity in Monkeys of Optimum Type 3 
Single-Plaque Strain (Leon 12 a,b) in Repeated 
Tests with Different Cultures 
Paralytic 
Effect in 
Monkeys of 0.1 
Type Ml. of Indicated 


of Dilution} 
Passage Size pH TCD*/ Mon- ———-———— 
Level or of Lot, of Ml., keys Undi- 

Derivative MI. Culture Logio Usedt luted 10°! 10-2 
ee 20 8.2 7.2 Cc 0/5 0/5 0/5 
20 7.8 7.8 ( 0/5 0/5 

C. 0/5 O/5 

“Acid” plaque mutant, P 28 7.0 CO. 0/4 0/4 0/4 

“Acid” plaque mutant, P 38 7.0 Cc 0/4 0/4 O/4 

10 6.8 6.5 C. 0/5 17/5 

25,000 7.5 7.6 C. 1417/10 0/5 0/5 
Rh. 17/10 


“TCD, tissue culture dose. 
'C., eynomolgus; Rh., rhesus. 
+05, none of 5 monkeys were paralyzed. 


‘These plaques were derived from KP2 (pH 7.8) culture fluid on mon- 
key-kidney culture plates overlaid with a medium containing one-fourth 
usual coneentration of sodium bicarbonate, at which only rare plaques 
eiierge as mutants with higher capacity to form plaques under “acid” 
overlays. These mutant cultures were prepared by Dulbecco and Vogt and 
adjusted to a concentration of 107 plaque-forming units per ml. before 
they were tested at the indicated dilutions. 


as on its high neurotropism. It is of interest, therefore, 
that all attenuated strains, regardless of the degree of 
residual neurotropism, have been found to produce 
little or no viremia after oral administration, despite 
extensive multiplication in the alimentary tract.* The 
data on viremia in chimpanzees and human beings 
after ingestion of the three optimum strains are shown 
in table 20. With the type 1 and type 3 strains no 
Virus was found in the blood, while with the type 2 
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strain traces of virus were found in the blood of 2 of 
11 volunteers tested, and both of these men were fed a 
mixture of more than one type of virus simultaneously. 

Dominance of Types of Virus.—It should also be 
stated that tests on nine individuals who were fed 
various mixtures of the optimum single-plaque strains 
indicate that the type 2 virus is the dominant one and 
sometimes, though not always, interferes with the 
multiplication of the other two. Accordingly, the pro- 
cedure of administering the three types separately ‘” 
(type 1 followed by type 3 and then by type 2) at 
three-week or longer intervals would have to be fol- 
lowed in any attempt to produce immunity as well as 
the maximum resistance of the alimentary tract to all 
three types. The present strains were administered in 
this manner with satisfactory results to five children 
and five adults in two families. 


TABLE 15.—Intracerebral Paralytogenic Activity in Monkeys of 
Virus Cultured from Stools of Volunteers Fed Optimum Type 3 
Single-Plaque Strain (Leon 12 a,b) 

Days After 


Ingestion of TCDso* 


Virus Stool Inoculated, Result in 


Volunteer Specimen Taken Logio Each Monkeyt 
(7.1 0, 0, 0, 0 
6 )7.4 0, 0, 0, 0 
0, 0, 0, 243 
ene {7.1 0, 0, 0, 21 
0, 0, 0, 0 
7.4 0, 0, 0 
ee 7.4 0, 0, 0, 0 
17.1 0, 0, 0 
ee 7 18.6 0, 0, 0, 0 
7.6 0, 0, 0, 0 
7.9 0, 0, 0, 16 

6.9 0, 0, 0, 19 
9 0, 0, 0, 0 
6.9 0, 0, 16, 21% 
5.9 0, 0, 0, 0 
4.9 0, 0, 0, 15 
7.1 6, 9, 9, 15 
6.1 0, 0, 12, 14 
5.1 0, 0, 0, 12 
4.1 0, 0, 0 
3.1 0, 0, 0, 0 
21 8.2 0, 0, 0, 0 
21 8.4 0, 0, 0, 13 
28 7.9 0, 0, 0, 11 
8.1 0, 8, 11, 18 
7.1 0, 0, 18, le 
6.1 0, 12, 18, 13 
51 0, 0, 0,0 
4.1 0, 0, 0, 0 
42 8.7 0, 0, 16, 24 
42 8.2 6, 0, 0, 18 
42 8.4 0, 0, 0, 0 
61 7.4 0, 0, 0, 0 
61 7.1 0, 0, 0, 0 
61 2 0, 0, 0, 5 


*TCDso, tissue culture doseso. 


+0, 1 monkey without paralysis: numbers refer to days after inocula- 
tion paralysis was first observed in individual monkey. 


} No cytopathogenie virus reeovered from spinal cord despite presence 
of typical lesions. 


Antibody Response.—Ingestion of the largest doses 
of virus does not lead to formation or boosting of 
antibody when there is no multiplication somewhere 
in the alimentary tract. The antibody response, as 
measured by the pH test, occurs in most individuals 
about 7 to 10 days after ingestion of virus. Previous 
sensitization by formalinized vaccine or natural infec- 
tion with homotypic or heterotypic viruses does not 
result in an accelerated response after alimentary in- 
fection, although a boost in the level of antibody 
invariably occurs. However, a recent boost in antibody 
by the giving of formalinized vaccine has been found 
to interfere with the boosting capacity of an alimen- 
tary infection,” just as another dose of killed-virus 
vaccine may be without effect when it is administered 
intramuscularly after too short an interval. When live 
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virus is given by mouth to individuals who previously 
had killed-virus vaccine, an interval of at least three 
months would appear to be desirable. 
Immunization.—No strains that can multiply else- 
where in the body but not in the alimentary tract 
have yet been found.’” In fact my earliest studies 
have shown the reverse, namely, that intramuscular 


TaBLe 16.—Spinal Activity in Monkeys of Virus Cultured from 
Throats of Chimpanzees and from Stools of Volunteers Fed 
Optimum Type 3 Single-Plaque Strain (Leon 12 a; b) 


Days After 


Ingestion TCDso0* Incidence 
of Virus Inoculated, of Paralysis 
Specimens Taken Logio in Monkeyst 
Chimpanzee No. 
14 6.2 0/4 
5.2 0/4 
5.2 1/4 
14 5.6 0/4 
Volunteer 
7 5.7 1/4 
28 5.4 1/4 
20 5.4 4/4 


*TCDso, tissue culture doseso. 
+ 0/4, none of 4 monkeys were paralyzed. 


injection of an attenuated strain may be ineffective 
except when it localizes in the alimentary tract.* The 
results obtained with three highly attenuated, 
single-plaque strains indicate the extent of mutation 
that can occur in the alimentary tract. These data 
may be interpreted as indicating that, even when the 


TasLe 17.—Intracerebral Activity in Monkeys of Naiurally 
Occurring Type 1 Polioviruses Recovered from 
Healthy Children® 


Paralytie Effect in 
Monkeys of 0.5 MI. of 


TCDsot Indieated Dilution 
Region Where Ml., — 
Virus Collected Strain Logio Undiluted 10-3 
2084 6.7 2/3 2/3 
1770 8.1 2/3 2/3 
1645 6.5 2/3 1/3 
2655 8.0 2/3 1/2 
8.2 1/3 2/3 
2226 8.0 2/3 0/3 
2149 8.0 1/2 0/2 
1553 7.2 0/5 0/6 
cy 80-4 7.5 0/3 0/3 
29-2 74 2/2 2/3 
242-T 8.2 3/3 2/3 
162-T 7.7 3/3 1/3 
CME-83 6.2 3/3 2/3 
CME-126 7.0 3/3 3/3 
CME-154 6.5 3/3 3/3 
CME-Is1 6.2 3.3 2/3 


* First monkey-kidney culture of virus in rectal swabs was inoculated 
in cynomolgus monkeys. 


tT CDso, tissue culture doseso. 
33/3, 3 of 3 monkeys were paralyzed. 


most homogeneous viral populations obtainable from 
single, triply purified plaques are used for feeding, 
variants with somewhat different properties can occa- 
sionally arise during the course of many cycles of mul- 
tiplication in the alimentary tract. There is no evidence 
that the alimentary tract selectively favors these new 
variants, The existence of a certain proportion of 
somewhat more neurotropic particles in the virus 
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population that is excreted in the stools is revealed 
only when cultures of the stools in monkey kidney 
are inoculated in the nervous systems of monkeys 
which can select the more neurotropic components 
of the viral population. When strains that are as 
highly attenuated as those used in the present study 
are fed, the resulting mutants are still in that attenv- 
ated range of the neurotropic spectrum in which very 
large doses are harmless even after direct inoculation 
in the spinal cord of chimpanzees. 

My own previous studies '” in 133 volunteers and 
the tests of Koprowski “* and Dick ** and their asso- 
ciates on many hundreds of individuals with strains 
of different degrees of attenuation, as well as my pres- 
ent tests in 110 individuals with the very highly at- 
tenuated strains, were all without any harmful effects, 
It would probably require tests on tens or hundreds 
of thousands of individuals, however, to establish 
whether such an orally administered vaccine is abso- 
lutely safe for the individual and for the community. 


TaBLe 18.—Intracerebral Activity in Monkeys of Naturally 
Occurring Type 2 Polioviruses Recovered from 
Healthy Children 


Paralytie Effect in 
Monkeys of 0.5 ML. of 
TCDso0*/ Indicated Dilution 


Region Where ML, — 
Logio Undiluted 10-8 


Virus Colleeted Strain 
858 8.2 1/2t 1/3 
2048 8.2 1/3 0/3 
720 8.2 0/2 1/3 
1848 wee 0/3 0/2 
712 7.2 0/3 
FAF-116 6.7 1/4 
SAC-266 5.5 2/5 
BVA-187 7.5 3/3 3/3 
CHHE-140 7.9 2/3 3/3 
USV-73 7.5 3/3 3/3 
ABV-1 73 2/3 2/3 
SOAC-166 7.0 2/3 0/3 


*TCDso, tissue culture doseso. 
+1/2, 1 of 2 monkeys was paralyzed. 


Simultaneous feeding of such a vaccine to entire 
families and communities during seasons of the year 
when polioviruses naturally disseminate poorly or in 
communities where all kinds of polioviruses are known 
to be spreading extensively already might be the best 
way to conduct such tests, but where and under what 
circumstances would tests on a large scale be justified? 
The marked reduction in the incidence of paralytic 
poliomyelitis achieved thus far by killed-virus vaccine 
may justify the decision that, in countries where mass 
application of killed-virus vaccine is feasible, it should 
be given an opportunity to show what can be achieved 
over a period of years, If the passage of time should 
prove that immunity resulting from the killed-virus 
vaccine, supplemented in at least some individuals 
by natural infection, is indeed long-lasting, there 
would never be any need for considering the use 0! 
a live-virus vaccine. If time should prove that the 
immunity conferred by a killed-virus vaccine is 0 
relatively short duration in a large proportion of indi- 
viduals, consideration may then be given to the fee¢- 
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ing of the best available attenuated vaccine rather 
than waiting for the uncertainties of natural infection 
to implement the waning immunity. 

Others, however, may reach a different decision 
based chiefly on the following considerations: 1. The 
effectiveness of killed-virus vaccine is at best only 
about 75%. 2. The demonstration that after infection 
by the oral route there is no accelerated antibody 
response in previously sensitized individuals suggests 
that there is no basis for expecting long-lasting im- 
munity from a killed-virus vaccine. 3. The demon- 
stration that killed-virus vaccine does not alter the 
susceptibility of the intestinal tract to infection and 
does not influence the dissemination of ‘polioviruses 
in the community suggests that these viruses would 
continue to be a threat to those who lose their im- 
munity. On this basis it may be concluded that the 
philosophy of waiting for the passage of time to de- 
termine the duration of killed-virus—-vaccine immunity 
might deprive large numbers of individuals of pro- 
tection against paralysis, which earlier trails of an 
orally administered live-virus vaccine may provide. 
The decision is obviously not an easy one. 

In other countries, however, where mass application 
of a killed-virus vaccine is not feasible for economic 
or other reasons and in which polioviruses of varying 
degrees of virulence are already known to be under- 
going extensive spread in the population, tests of the 
currently available highly attenuated, orally admin- 
istered vaccine in progressively increasing numbers of 
people would appear to be justified. 


Summary 


Approximately 25-liter lots of monkey kidney cul- 
ture fluid of specially selected, highly attenuated 
strains of each of the three types of poliovirus derived 
from single, triply purified plaques were prepared 
and tested for residual neurotropism in monkeys and 


Taste 19.—Intracerebral Activity in Monkeys of Naturally 
Occurring Type 3 Polioviruses Recovered from 
Healthy Children 


Paralytie Effect in 
Monkeys of 0.5 MI. of 
TCDso*/ Indicated Dilution 
Region Where Ml -— 


— 


Virus Colleeted Strain Logio Undiluted 10-8 

US.A., 1743 7.2 2/8t 2/3 

1815 6.7 1/2 2/3 

1149 6.0 1/2 1/2 

978 6.5 1/2 0/2 
Hal 7.2 2/4 

CHHE-307 7.5 3/3 3/3 

CME-104 6.2 3/3 3/3 

USV-18 7.0 3/3 3/3 

GTV-24 7.0 3/3 2/3 

NIV-3 6.5 2/3 2/3 

BVA-209 6.5 2/3 1/3 


"TCDso, tissue culture doseso. 
12/3, 2 of 3 monkeys were paralyzed. 


chimpanzees and then fed in doses of 0.01 ml. to 110 
individuals, Extensive tests on the neurotropism of 
the viruses excreted in the stools indicated that a vari- 
able increase in neurotropism could often be demon- 
‘trated, especially by spinal inoculation in monkeys. 
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The excreted viruses were still in the highly attenu- 
ated range of the neurotropic spectrum as measured 
by intracerebral inoculation in monkeys. Since viruses 
exhibiting this degree of residual neurotropism in 
monkeys are harmless when large doses are injected 
directly into the spinal cord in chimpanzees, there is 
reason to believe that ingestion of such viruses would 
prove harmless for man. Intracerebral tests in mon- 


TaBLe 20.—Viremia in Chimpanzees and Human Volunteers 
with Infections of Alimentary Tract After Ingestion of 
Attenuated Polioviruses 


Paralytie Effect with Viruses* 


Type 1, LSe Type 2, P 712 Type 3, Leon 


Chim- Chim Chim 
Status of Strain panzees Humans panzees Humans panzees Humans 


Terminal dilution 
progeny before 
selection of op- 
timum plaque .. 0/3 0/16 7+/21 0/20 


Optimum plaque 


"Numbers refer to individual chimpanzees and volunteers in groups 
without antibody for homotypie virus. Four or more blood specimens at 
different intervals after ingestion of virus were tested in each case 


+ Only a trace of virus (at most one infective dose per 1 to 2 mi. of 
blood) found on single day. 


} These two isolations represent traces of virus recovered on sinvle day 
from volunteers who were fed more than one type of virus simultane 
ously. The culture fluids, representing two isolations, were inoculated 
intracerebrally in 8 cynomolgus monkeys in doses of 107-5 to 107-" 
(tissue culture doseso) without paralytogenie effect in any 


keys with polioviruses disseminated by healthy chil- 
dren during nonepidemic periods indicated that most 
of these strains are more highly neurotropic than the 
modified viruses excreted after ingestion of the highly 
attenuated single-plaque strains. A single feeding of 
attenuated virus was shown to produce resistance to 
reinfection of the alimentary tract comparable to that 
found in naturally immune persons, while no such re- 
sistance was found in people immunized by killed- 
virus vaccine. 
Elland Avenue and Bethesda (29). 


This study was supported by grants from the National Foun- 
dation for Infantile Paralysis. 
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Puiuie L. Wuire, Sc.D., Secretary. 


ROLE OF VITAMINS IN THE METABOLISM OF AMINO ACIDS 


Otto A. Bessey, Ph.D., Galveston, Texas 


The three great classes of foodstuffs—fats, carbo- 
hydrates, and proteins—serve two principal biological 
purposes: the provision of the basic chemical material 
from which cells and tissues are formed, and the pro- 
vision of energy. Energy is necessary for all physio- 
logical functions, including the synthesis of the myriad 
compounds found in tissues and their organization 
into the living structural pattern. Both the catabolic 
and anabolic aspects of the metabolism of the amino 
acids (the basic structural units of the proteins) are 
inextricably related to the metabolism of fats and car- 
bohydrates and, therefore, cannot be discussed with- 
out some reference to metabolism in general. Analo- 
gously, most of the known vitamins function with 
respect to metabolism as a whole, including the metab- 
olism of the amino acids. 

The principal products of mammalian catabolism are 
carbon dioxide, water, urea, and energy. The utilizable 
energy arising from metabolism is largely captured in 
a chemical form as bond energy in a very important 
compound, adenosine triphosphate (ATP). In turn, 
this energy in ATP can be used via the intricate and 
specialized chemical mechanisms of various types of 
cells to do useful work such as muscular contraction, 
transmission of nerve impulses, intestinal absorption, 
recovery of useful products from the glomerular fil- 
trate, detoxification, and for synthesis of the multi- 
farious compounds of which the tissues are composed. 
The capture of metabolic energy in a useful form such 
as ATP and similar compounds and its ultimate use 
depend upon the very specific biochemical machinery 
of the cells. Many essential parts of this machinery are 
enzymes, all of which are synthesized by the cells. 
Many of these enzymes, all of which are synthesized 
by the cell, require for their chemical structure atomic 
groupings that cannot by synthesized by the body and, 
which, therefore, must be supplied by food, that is, 
preformed by other forms of life such as plants or 
micro-organisms. These special chemical groupings 
are the vitamins, and their general function is to serve 


From the Department of Biochemistry and Nutrition, Uni- 
versity of Texas Medical Branch. Dr. Bessey is now from the 
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Quartermaster Research and Development Command, Quarter- 
master Research and Development Center, U. S. Army, Natick, 
Massachusetts. 


as integral parts of the metabolic machinery of cells. 
In this role, they are essential for metabolism, including 
that of the amino acids. 

Standard textbooks in biochemistry emphasize 20 to 
25 naturally occurring amino acids. This figure is based 
on the quantitative composition of proteins and should 
be approximately doubled if one includes all the 
amino acids that have been found to be important in 
biological processes. Amino acids, that are _inter- 
mediates in metabolism, such as cysteinesulfinic acid, 
or those that may serve some special function, for 
instance, ornithine, may not be present in large quan- 
tities in the living organism, but they do serve essen- 
tial functions. The amino acids are characterized 
by the presence of a carboxylic acid group (—COOH) 
and an amino group (—NHz:) in their molecular 
structure; the latter group is usually attached to 
the carbon atom adjacent to the carboxyl group; 
thus most amino acids are a-amino acids. As the 
rest of the molecule is different for each amino acid, 
a wide variety of structures is represented. Thus all 
amino acids have some properties in common, but 
each retains some specific characteristics. 

Biologically, the amino acids serve three general 
purposes: 1. They are the basic units from which pro- 
teins are synthesized. 2. Many of them directly, or by 
modification in the organism, serve special functions; 
for example, epinephrine, hippuric acid, histamine, 
nicotinic acid, ornithine, pantothenic acid, purines, 
serotonin, taurine, and thyroxin are all derived from 
amino acids. 3. In common with carbohydrates and 
fats, they may serve as a source of energy. 


Amino Acids as a Source of Energy 


All amino acids are ultimately metabolized in man 
to CO., H,O, urea, and energy (ATP). Those that 
are not required or that are not structurally appro- 
priate for protein synthesis at the time of ingestion are 
either metabolized to COz, H2O, urea, and energy at 
that time or converted to fat and stored to be me- 
tabolized at a later time when the need for energy 
arises. Since most types of proteins of the body are 
regularly being built up and torn down (“turned 
over’), the amino acids used for protein synthesis also 
are eventually replaced and metabolized. A number 
of the vitamins are involved as parts of the metabolic 
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mechinery that brings about this metabolism. Figure 
| summarizes diagrammatically some of the metabolic 
pathways of certain of the amino acids, shows how 
these are integrated with metabolism in general, and 
shows some points at which vitamins play a role. The 
end-result of all the reactions depicted is CO2, H,O, 
(NH, urea), and , and the amino acids enter 
the metabolic pathways at several points. 


ANAEROBIC CARBOHYDRATE METABOLISM 


FAT METABOLISM 


FATTY ACIOS ° 
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The enzyme transaminase (P * By*PO,) removes the 
amino group (—NH,) from alanine, yielding pyruvate. 
In turn, the amino group is transferred to a-ketoglu- 
tarate to form glutamic acid and the enzyme is re- 
turned to its original form suitable for reaction with 
another molecule of alanine. The glutamic acid, in 
turn, is reconverted to a-ketoglutarate by the loss of 
hydrogen to P *DPN* (an enzyme containing nico- 
tinamide) and The enters 
another metabolic system where it is 
converted to urea. The P *DPNH is re- 
Pe converted to P *DPN* by a subsequent 
\ reaction shown later, and the whole 
mechanism is prepared to repeat the 
process of conversion of alanine to pyru- 
vate, The structure of this bit of metabo- 
lic machinery, transaminase, is shown in 
figure 3. It will be noted that the com- 


plete enzyme system (holoenzyme) is 


composed of two parts: the apoenzyme 
that is a specific protein, and a coenzyme 
that in this case is vitamin Bg phosphate. 
The specific protein determines with 
which amino acid(s) the enzyme will 
react, and the coenzyme determines the 
nature of the reaction. There are a large 
number of transaminases in tissues, and 
transamination is one of the most ubiq- 
uitous reactions of amino acids, All trans- 
aminases have vitamin By ( pyridoxal or 
pyridoxamine ) as part of their structure. 
In an analogous way, DPN®* is a coen- 
zyme (coenzyme |) that functions in the 


other members of the metabolic machin- 
ery. It too functions as part of an enzyme 
system (apoenzyme plus coenzyme) in 
which the protein part of the enzyme 
determines the specificity of its action. 
The structure of DPN*, the coenzyme 
part of the system, is shown in figure 4. 


Fig. 1.—Metabolic integration. ATP=Adenosine triphosphate; DPN*+=diphos- 
phopyridine nucleotide (niacin in structure); TPN+=triphosphopyridine nucleo- 
tide (niacin in structure ); TPP=thiamine pyrophosphate (thiamine in structure ); 
FP=flavoprotein (riboflavin in structure ); CoA=coenzyme A (pantothenic acid in 


It will be noted that the nicotinamide is 
a part of the structure—the part that car- 
ries the hydrogen. 


structure); Be*PO, (vitamin Bs in structure ). 


Considering the metabolic pathways in more detail, 
it will be noted that alanine, serine, threonine, cys- 
teine, and valine are converted to pyruvate and that 
vitamin Bg phosphate (pyridoxal or pyridoxamine 
phosphate, Bg*PO,) and diphosphopyridine nucleotide 
(DPN*) are required in these transformations. The 
following equations illustrate in particular the roles of 
vitamin Bg and DPN?* in this type of reaction (P=a 
specific protein, an apoenzyme. The encircled P in fig. 
Dis identical to P): 


Lip + PO,* NH, 


P+Bee PO, * NH, + @-Ketoglutarate 


Alanine + “Be PO, 


Glutamic Acid + P-B, + PO, 


3+ Glutamic Acid + P + DPN* 
> P + DPNH + G-Ketogluterate + (NH, —> Urea). 


Fig. 2.—Transamination of alanine. 


In figure 1, it will be noted that pyru- 

vate arises from carbohydrate metabol- 

ism as well as from amino acid metabolism and that 
from this point on, a common pathway is followed to 
yield acetyl coenzyme A (acetyl-CoA) and, subse- 
quently, a series of intermediates, leading to COs, 
H.O, and energy ( ). A number of holoen- 
zymes containing vitamins as parts of their coenzymes 
are involved in the series of reactions leading from 
pyruvate to acetyl-CoA (fig. 5). Hydrogen is removed 
from pyruvate by P *DPN*, an enzyme system con- 
taining nicotinamide. The hydrogen, in turn, is trans- 
ferred to an enzyme system P *FAD (FAD=flavin 
adenine dinucleotide ) containing riboflavin and even- 
tually reacts with oxygen to form water. Carbon diox- 
ide is a second product of pyruvate metabolism; a 
thiamine-containing enzyme, P *TPP (TPP=thiamine 
pyrophosphate) is involved in this reaction. The re- 
mainder of the molecule, an acetyl group, combines 
with P *CoA, an enzyme system that contains panto- 
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thenic acid as part of the structure of the coenzyme A. 
As in previously described mechanisms, these en- 
zyme systems initiate the reaction and serve as carrier 


PYRIDOXAL PHOSPHATE 
(coENzYmeE ) | ‘on 
Hy 
VARIOUS SPECIFIC PROTEINS 
(APOENZYME ) { PROTEINS ; 


"REACTIVE GROUP 
Fig. 3.—Components of vitamin Bs enzymes. 


systems. Figures 6 and 7 show the place of pantothenic 
acid and riboflavin in the structure of CoA and FAD, 
respectively, 

Vitamins play a role in many other 
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required for the formation of the peptide bond; that 
is, this anabolic process is dependent upon the cata- 
bolic process previously described, and, thus indirectly, 
certain of the vitamins are involved. It is known that. 
th:ough transamination reactions (reactions requiring 
vitamin Bg), the mixture of amino acids provided by 
food may be made more adequate for protein syn. 
thesis than if the body were unable to synthesize the 
“non-essential” amino acids. If from ingested protein 
there should be available more of certain amino acids 
than is required for the structure of the particular pro- 
teins being synthesized by the body at that time and an 
inadequate amount of certain other amino acids, the 
amino group can be transferred from the more abun. 
dant type by transamination to synthesize the more 
deficient type. Thus a pattern of amino acids more 
appropriate for the synthesis of tissue proteins would 


places in the general metabolic machin- ¢ Pr 

ery, some of which are indicated in figure 4% 

1. The examples cited seem to make clear 

that the metabolism of amino acids to a @prxa 

yield energy ( [ATP] ) is dependent (Pantothenic ee acin) i 

upon several of these dietary essentials. hoid) @r av 
Amino Acids and Protein Synthesis (ELboflavin) 
Proteins are formed by the combining 0 J . 

of amino acids, through condensation of (P)-Coa 

the amino group of one amino acid with + 

the carboxyl group of another, with the Cok ()r 

elimination of water (the formation of a 1 : 

peptide bond). This process proceeds in (®)-Coa + Acetyl . 0, 


plants and animals until hundreds of 
amino acids may be combined into huge 
protein molecules. Since the order in 
which the amino acids combine, as well 
as the number that combine, determines 
the molecule produced, it is possible for 
the living organism to produce an al- 
most infinite variety of protein species. Although the 
mechanism by which the peptide bond is formed and 
the other reactions involved in protein synthesis are 


H 
| 
Cc N===C—N 
| | 
H—C C—C—NH; C==——C—C—NH> 
| | Nicotinamide | | Adenine 
H—C Cc—H N N 
INA 
+ 
| H 
H—C H—C 
| | 
H—C—OH H—C—OH 
| oO 
H—C—OH 
| 
H—C H—C 
0 
| 
O O 


Fig. 4.—DPN+ (Coenzyme I). 


subjects of intense investigation, it is not yet possible 
to describe this process in any detail nor to indicate 
how the vitamins are involved in the process. How- 
ever, it is known that energy, in the form of ATP, is 


{ 
HO + CO, + ENERGY | 


(ATP ) 
+ ENERGY+(P)FAD 
(ATP) 
Fig. 5.—Pyruvic acid metabolism. 


be provided. This adjustment toward providing an 
amino-acid mixture that just fits the requirement for 
synthesis is aided by the fact that the body can 
synthesize appropriate keto acids from fats and car- 
bohydrates. Such interchange of nitrogen can take 
place for some 15 of the 23 amino acids required in 
protein synthesis. However, eight or more of the amino 
acids cannot be thus synthesized and must be pro- 
vided as such in the diet (the “essential” amino acids). 


Synthesis of Special Compounds 


Plants and animals use a number of the amino acids 
for the synthesis of a variety of special compounds 
that play important roles in the function of the or- 
ganism, Extremely active compounds such as the 
hormones epinephrine and thyroxin, the vasomo- 
tor agents histamine and serotonin, the purines—con- 
stituents of all nucleic acids—the porphyrins such a 
hemin, taurine as found in bile salts, and the two 
vitamins nicotinic acid and pantothenic acid are 4 
few examples. To form such compounds, the amino 
acid molecule may be changed in a number of ways. 
It may have chemical groups either added to it 
taken away; it may also supply chemical groups that 
are greatly altered before being placed in another 
molecule, and it may be combined in toto with othet 
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molecules to form a more complicated structure. Al- 
though a number of the vitamins are involved in the 
enzyme systems that bring about these changes, one 
vitamin, vitamin By, is so regularly involved in such 
reactions that it has been called the “amino-acid me- 
tabolism vitamin.” 

The process of transamination, which has been dis- 
cussed, is a means by which the amino group of the 
amino acid is transferred to another molecule, that is, 
to a keto acid where it serves in the synthesis of an- 
other type of amino acid. Transamination is also the 
principal means by which amino groups are removed 
before conversion to urea. Probably all transaminases 
contain vitamin B,. Another general reaction that 
amino acids undergo in living organisms is decar- 
boxylation (the removal of the carboxylic acid group ). 


N=C—NH, 
H 
| O—PO,H; 0 0 CH, 
i 


C 
H OH H; 
CH,—-C—S—CH,—CH,—NH 


Adenine Ribose-3'-phosphate 
Pyrophosphate 
Acetyl 


Fig. 6.—Acetyl coenzyme A. 


Most, if not all amino acid decarboxylases require 
Vitamin B, as part of their structure. Following are a 
few specific examples of this reaction: 


Decarboxylation 

P Be POs 

Histidine - Histamine + CO2z 

P Be PO« 
5-OH-Tryptophan — - 


P Be PO« 


———-~ Serotonin + COs 


Aspartic Acid —_-— 8-Alanine + COs 
P Be © PO, 

Cysteinesulfinie Acid 


Taurine + COz 


Glutamic Acid - —~7-Aminobutyric Acid + COs 


Histamine is a well known vasomotor agent found in 
a wide variety of tissues. Serotonin, which has at- 
tracted so much attention lately, is a cardiovascular 
active substance found in the kidney and other tissues. 
8-Alanine is an amino acid that forms part of the 
structure of pantothenic acid and is used by a number 
of micro-organisms for the synthesis of this vitamin. 
Taurine is an essential constituent of taurocholic acid, 
one of the bile salts. y-Aminobutyric acid is formed 
principally in the brain. The further metabolism of 
this amino acid may be an important source of energy 
for nervous tissue. 

Enzyme systems dependent on vitamin Bg are 
also involved in the conversion of cysteine to pyru- 
vate (desulfhydration), serine and threonine to 
pyruvate (dehydration ), and p-amino acids to L-amino 
acids (racemation), as indicated by the following 
diagram: 

Desulfhydration 
P Be PO; 
Cysteine H2S + Pyruvate + NHs 
Dehydration 
P * Bs * POs 


Serine ———~+H:0 + Pyruvate + NHs 


Racemation 
P Be POs 
D-Glutamie Acid -Glutamic Acid 
Tryptophan, through a series of reactions, is con- 
verted to nicotinic acid by a number of organisms 
including mammals. An enzyme containing vitamin By 


Pantothenic acid 
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is required for at least one step in this conversion; 
riboflavin and probably thiamine are also required 
for the formation of nicotinic acid from tryptophan. 
Glycine is a principal unit in the synthesis of the 
porphyrins, and enzyme systems containing vitamin By 
are essential in this synthesis. As a matter of fact, 
there are probably few reactions of the amino acids 
in living organisms in which enzymes containing 
vitamin By are not involved, hence the term “amino 
acid metabolism vitamin.” 

The liver and kidneys of many species of animals 
contain two enzymes that oxidatively deaminate amino 
acids (L-amino acid oxidase and p-amino acid oxi- 
dase). Both of these enzymes contain riboflavin as 
part of their coenzyme structures. L-Amino acid oxi- 
dase, which has riboflavin phosphate as its coenzyme, 
catalyzes the conversion of some 12 to 15 
of the L-amino acids to their respective 
keto acids. Since its action is relatively 
low in mammalian tissues, this pathway 
is thought to be not so important quan- 
titatively as the transamination reaction 
described previously. The function of 
p-amino acid oxidase in animal tissue 
is unknown, However, since the activity 
of this enzyme is conspicuous in certain 
tissues, there is considerable speculation and investi- 
gation relative to its function.' It seems likely that 
time will reveal an important role in mammalian 
metabolism for this enzyme which contains FAD. 

Among the chemical groups that are shifted from 
one compound to another in the living organism to 
provide essential structures for synthesis is the “C,” 
group (one-carbon group). This group, of which 
there are probably two types, -CHO and —CH.OH, 
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Fig. 7.—Riboflavin adenine dinucleotide. 


arises from the metabolism of carbohydrates, glycine, 
histidine, methionine, serine, tryptophan, and other 
metabolites and is used to form methyl groups and 
in the synthesis of the purines and porphyrins. The 
formation and considerable transportation of “C,” 
groups is provided for by compounds containing folic 
acid such as N°-tetrahydropteroylglutamic acid, N’- 
hydroxymethyltetrahydropteroylglutamic acid. These 
compounds are probably coenzymes that function in 
an analogous way to those previously described. 
Methyl groups that arise from such compounds as 
methionine and the betaines can be oxidized to “C,” 
groups. The body possesses some capacity to convert 
“C,” groups to methyl groups that in turn are used in 
the synthesis of choline, thymine (a pyrimidine), 
creatine, and many other compounds. In some way that 


is not yet clear, vitamin B,» is involved in this “C, 
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~»CH,-interconversion. Thus folic acid and vitamin 
B,» must be added to the list of vitamins that play a 
role in amino acid metabolism. 

Phenylpyruvic acid is an intermediate in the me- 
tabolism of phenylalanine. Under normal circum- 
stances, it is so readily metabolized to the next step on 
the route to acetoacetic acid that it is scarcely 
detectable. When an ascorbic acid deficiency is pres- 
ent, however, significant quantities of this metabolic 
intermediate appear in the urine. Therefore, in a way 
not as yet clear, ascorbic acid is an essential constituent 
in the normal metabolism of phenylalanine and, per- 
haps, of tyrosine as well. The basic histopathological 
finding in ascorbic acid deficiency indicates a failure 
of the deficient organism to form normal extracellular 
matrices, including granulation tissue, osteoid, intra- 
cellular “cement,” and chondroid. These tissues are 
composed of the protein collagen and a variety of 
mucoproteins. Although the mechanism is not known, 
it seems evident that ascorbic acid plays a specific 
biochemical role in the formation or maintenance of 
one or more essential constituents of these structures. 
Thus it is evident from the numerous examples cited 
above that many of the vitamins play an essential role 
in the conversion of amino acids to energy, to proteins, 
and to certain other special compounds of biological 
importance. 


Vitamin Deficiency and Amino Acid Metabolism 


Since the metabolism of amino acids is integrated 
with metabolism in general and all of the vitamins 
that are essential are involved in normal metabolism, 
the deficiency of any single vitamin produces many 
effects on metabolism, some directly and some indirect- 
lv. Many gross effects, such as lack of growth, are com- 
mon to a number of the vitamin deficiencies, so, in 
this sense, all of the vitamins are concerned with 
amino acid metabolism. Therefore, it is only through 
an understanding of the fundamental chemistry in- 
volved that the initial or basic defect in a deficiency 
can be found and its seriousness evaluated, For this 
reason the biochemical aspects of the subject have 
been emphasized in this discussion rather than a 
compilation made from the literature of the observed 
gross effects of amino acid and vitamin deficiencies or 
of their interrelations. 

It has long been established that a severe, pro- 
longed dietary deficiency of whatever etiology will re- 
sult in death and that lesser degrees of inadequacy 
lead to something less than optimum growth, develop- 
ment, health, and recuperative powers. Although there 
are parts of the world in which dietary deficiencies are 
a primary cause of mortality, for the most part, in the 
United States, as well as in the world at large, the basic 
problem is that of dietary inadequacies of a less 
acute and extensive type. Our knowledge concerning 
the handicaps to health in general resulting from 
suboptimum dietary intakes is not so definitive as is 
desirable for a guide to sound action. 

This sparseness of quantitative knowledge concern- 
ing dietary requirements leads to an ironical situation: 
there are large groups who maintain that dietary 
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therapy is the solution to all of our problems and 
equally large groups who feel that diet (at least under 
our economic conditions) has little to do with our 
health problems. One way to convert such extreme 
groups to a sound scientific position is through more 
complete knowledge of such matters as requirements, 
The basis for procuring such knowledge lies in the 
further development of methods for evaluating nv. 
tritive status—methods based on the biochemistry of 
the substances involved. 

A recent specific example of the need for such 
methods illustrates the fact that there is still much 
to learn about the prevalence of nutritive deficiencies 
and their causes even in the United States. About 
four years ago a number of babies who were receiving 
a proprietary milk formula began showing excessive 
irritability and in many cases developed convulsions,’ 
On the basis of similar symptoms in experimental 
animals and a consideration of the way in which the 
milk formula was manufactured, a deficiency of vita- 
min B, was suspected. (The formula had been fortified 
with a number of the vitamins; but, since knowledge 
was lacking as to vitamin Bg requirements of infants 
and since no case of human deficiency of this vitamin 
had been reported, this dietary essential was not 
increased above that in the milk used for the formu- 
lation. In addition, the heat treatment of the product 
had decreased the vitamin B, content.) This suspicion 
of a deficiency was soon confirmed by the favorable re- 
sponse of the infants to formulas with an increased 
vitamin Bg content or to the administration of pure 
vitamin Bg. 

Five infants under one year of age who had con- 
vulsions and who had been receiving the milk formula 
that was low in vitamin Bs, content were admitted 
to the Children’s Hospital of the University of Texas. 
Dr. A. E. Hansen, Dr. D. J. D. Adam, and I had the 
opportunity to observe their response to therapy and 
to make certain biochemical measurements.’ All of 
the infants responded promptly to the administration 
of an evaporated milk mixture containing 0.26 mg. 
of vitamin Bg per liter or to pure vitamin Bg, as evi- 
denced by cessation of convulsions. Recently we ob- 
served convulsions of inapparent etiology in two 
breast-fed infants and two infants receiving the usual 
evaporated milk mixture whose conditions responded 
dramatically to vitamin Bs, therapy. The first seven 
of the nine patients had been receiving less than 0.1 
mg. of vitamin Bg per day for several weeks (estimates 
based on the analysis of the proprietary formula and 
breast milk), whereas the two babies who had re- 
ceived an evaporated milk mixture had been receiving 
an estimated 0.26 mg. of vitamin Bg per day. These lat- 
ter two patients required 2 to 5 mg. of vitamin B, per 
day for effective therapy. One of these patients had 
convulsions on two occasions within a few days after 
the vitamin Bg therapy was decreased below 2 mg. 
per day. As was expected, vitamin Bg therapy did not 
eliminate symptoms in a number of contro] infants 
whose convulsions were of recognized etiology. It 
seems clear from this experience that clinical cases 
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of vitamin Bg deficiency do exist in the United States 
and that it is important to learn more about vitamin By 
requirements. 

Animals deficient in vitamin Bg excrete xanthurenic 
acid in the urine, and this excretion is increased after 
the administration of a test dose of tryptophan.‘ It 
was noted previously in this paper that vitamin Bg is 
required for the normal metabolism of tryptophan. In 
the absence of vitamin Bg, xanthurenic acid, an ab- 
normal product of tryptophan metabolism, is formed 
in increasing quantities. These facts were the basis for 
a test for vitamin Bg status in the infants we have 
studied. All except one of the six infants studied who 
were shown by therapeutic response to be deficient in 
vitamin Bg excreted large amounts of xanthurenic 
acid in the urine after a test dose of 0.54 Gm. of 
pi-tryptophan per kilogram of body weight. None of 
the 11 babies without convulsions or with convulsions 
of recognizable etiology excreted xanthurenic acid 
after such a load test. In all cases, xanthurenic acid 
disappeared as an excretion product after vitamin B, 
therapy was instituted. In all cases except two, the 
level of vitamin Bg required to eliminate xanthurenic 
acid as an excretion product was considerably above 
that required to eliminate convulsions. The amount 
of vitamin Bg required to provide a normal mechanism 
for the metabolism of tryptophan under the previously 
described conditions is greater than the amount re- 
quired to provide minimum function of some as yet 
unknown metabolic mechanism in the nervous tissue. 
Therefore, the tryptophan load test should be useful 
in predicting vitamin B, deficiency before the defi- 
ciency reaches a level of severity resulting in con- 
vulsions. More experience will be required before the 
usefulness and reliability of the test can be fully 
evaluated. It seems important to search for other test- 
ing methods of this type. 

When the tryptophan load test was used to estimate 
the vitamin B, requirements of infants, it was found 
that the three infants studied who had previously de- 
veloped a deficiency required from 1.0 to 1.4 mg. of 
vitamin B, per day to prevent the excretion of xanth- 
urenic acid after a dose of tryptophan, as compared 
with a requirement of only 0.3 to 0.4 mg. daily for con- 
trol subjects. From these data, one might speculate that 
the infants with convulsions reached their degree of 
deficiency not only because their vitamin Bg intake 
was low but because for some unknown reason their 
requirements are higher than those of the average 
infant. The two infants who developed convulsions 
while receiving an evaporated milk mixture and who 
required 2 to 5 mg. of vitamin Bg daily to alleviate the 
convulsions required far more vitamin By to prevent 
the convulsions than to metabolize tryptophan prop- 
erly. It seems evident that these infants were not de- 
ficient due to a lack of vitamin Bg intake in the usual 
sense but rather that they had an anomaly in a meta- 
bolic mechanism in which vitamin Bg plays a part. In 
any event, it seems reasonable to conclude that we 
need more complete knowledge in this whole area 
before requirements can be estimated with confi- 
dence. We need methods that will objectively measure 
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nutritive status, and it is likely that such methods will 
be based on the measurement of the adequacy of one 
or more of the various enzyme systems involved in 
amino acid metabolism. 


Summary 


A number of the vitamins play an essential role in 
the metabolism of the amino acids. In general, this 
role is that of serving as essential parts of the molecu- 
lar structure of the enzyme systems that are the meta- 
bolic machinery of the cells. Considerable knowledge 
of the nature of these chemical reactions is available. 
and it is recognized that, when dietary intake of the 
vitamins is restricted, such reactions become inade- 
quate for normal biological function. Knowledge as to 
vitamin requirements for good health has increased 
and become more definitive, as evidenced by recent 
literature.” That there is still need for more precise 
scientific information on this subject, however, is 
indicated by the lack of agreement among those inter- 
ested in this problem and by the fact that we still find 
clinical dietary deficiencies of which we were previ- 
ously unaware. The chemical knowledge as to how 
the vitamins function provides a sound basis for the 
development of methodology that could provide more 
adequate information concerning the dietary require- 
ments for the vitamins. 
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AMINO ACIDS AND VITAMINS 


The gross clinical effects of severe vitamin deficien- 
cies and protein inadequacies are well defined today, 
whereas the effects of marginal or subclinical de- 
ficiencies require considerable elucidation. It is im- 
perative that there be a much more comprehensive 
understanding of the earliest manifestations of a de- 
ficiency state if recognition and proper management 
are to be forthcoming. More information is needed 
about the intermediary metabolism and the functions 
of many of the vitamins. 

In this issue of THE JouRNAL (page 1224), Dr. Otto A. 
Bessey presents a comprehensive summary of one 
facet of the physiological action of vitamins—their 
role in the metabolism of amino acids. 

The amino acids, whether from dietary sources or 
from endogenous tissue breakdown, serve three phy- 
siological functions: (1) as basic units in protein 
synthesis; (2) as participants, either directly or after 
modification, in certain special functions; and (3) as 
sources of energy. Dr. Bessey describes how the vita- 
mins serve in these three broad classes of amino-acid 
metabolism. 

He includes a discussion of the role of vitamins 
and amino acids in the reactions involved in the syn- 
thesis of “special compounds” such as epinephrine, 
thyroxin, and histamine. Dr. Bessey describes a system 
in which two, and probably three, vitamins are re- 
quired to produce another vitamin from an amino 
acid—the synthesis of niacin from tryptophan. 

One of the major functions of the vitamins, par- 
ticularly of the B vitamins, is in the intermediary 
metabolism of the amino acids by acting as coenzymes 
in many of the enzymatic systems responsible for the 
normal utilization of the amino acids. There is a 
balanced interplay between the vitamins and amino 
acids that, if altered, may lead to metabolic upsets. 
For optimum utilization of dietary protein, the vita- 
mins that play a part in the metabolism of the amino 
acids must be available to the tissues. 

If the quantity of a particular vitamin is limited, 
the manifestations are first seen in some metabolic 
upset. The latter may be measured by biochemical 
means but will not become clinically discernible un- 
til a more severe deficiency results or until a long- 
term metabolic abnormality is produced. Therefore, 
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as Dr. Bessey points out, “it is only through an under. 
standing of the fundamental chemistry involved that 
the initial or basic defect in a deficiency can be found 
and its seriousness evaluated.” 

The human body requires approximately 23 amino 
acids to meet its tissue protein needs. Fortunately. 
the tissues are able to synthesize all but eight of these 
from intermediate compounds or from other amino 
acids. Because the body is unable to synthesize them 
in quantities sufficient to meet its needs, these eight 
amino acids are called the essential amino acids. The 
vitamins are of paramount importance in the reac. 
tions by which the amino acids are synthesized when 
they are needed to complete a particular protein 
spectrum; thus, the vitamins play an indirect role in 
general metabolism. Reactions of this nature dictate 
at least a part of the dietary requirements for the 
vitamins. 

In many instances knowledge of the metabolism of 
the vitamins and the amino acids has been advanced 
through the study of an abnormal state. Such a state 
results when a block in the normal metabolic path- 
ways produces a measurable intermediate or an ab- 
normal side-product. Since abnormal systems. are 
often more easily studied than the normal metabolic 
reactions, they lend valuable information to the un- 
derstanding of normal physiology. Examples of “meta- 
bolic blocks” that have led the way to an appreciation 
of the normal metabolism are alkaptonuria, cystinuria, 
phenylketonuria, and xanthinuria. However, the study 
of the more subtle metabolic irregularities associated 
with marginal nutrition cannot await the discovery 
of such dramatic metabolic disturbances. A sound 
knowledge of the physiological reactions that consti- 
tute normal metabolism is essential to a more com- 
prehensive appreciation of the dietary requirements 
for the vitamins and to a better understanding of nv- 
tritional needs in disease states. 


PROLONGED ILLNESS ABSENTEEISM 


Recently much publicity has been given to the book 
“Prolonged IlIness-Absenteeism,” which was published 
in April. Some of this publicity implied American 
Medical Association support for the reported results 
as well as projected conclusions based on these same 
results. On page 1256 of this issue of THe JouRNAL. 
the American Medical Association has issued a state- 
ment to clarify its position concerning this particular 
study on long-term illness. 

The impact of this particular book may be very 
important to the medical profession, due to the in- 
pression created that prolonged absence from work is 
a major medical problem. If any conclusion can be 
drawn from the data presented in this book, it is 
simply that absence from work is primarily a manage- 
ment problem, of which the medical aspects are only 
one minor phase. In considering the findings and pr0- 
posals of the book, one might keep in mind the state- 
ment appearing in Business Week magazine of June 
15, 1957. Following its own survey on absenteeism, 2” 
article in Business Week says, “Actually, long-term ill 
ness isn’t a major worry to employers—and they want 
employees to feel the same.” 
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PROCEEDINGS OF THE NEW YORK MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE ANNUAL MEETING IN NEW YORK, JUNE 3-7, 1957 


(Continued from page 1124) 


Introduction of Resolutions 


The Speaker called for the introduction of resolutions as 
numbered. 


No. 1. Establishment of Periodic Publication 


Dr. Earl F. Leininger for the Nebraska delegation introduced 
the following resolutions, which were referred to the Reference 
Committee on Reports of Board of Trustees and Secretary: 


Wuereas, The American Medical Association engages in nu- 
merous activities and provides numerous services in the health 
field; and 

Wuereas, These activities and services are not known to 
many people in the health field, including both members of the 
American Medical Association, as well as nonmedical people; 
and 

Wuereas, This lack of information is due primarily to lack of 
a mechanism of communication between the American Medical 
Association and those people in the field; therefore be it 

Resolved, That the American Medical Association establish a 
suitable regular periodic publication, preferably a “Reader's 
Digest” type of format; and be it further 

Resolved, That this periodic publication be made available to 
all people in the health field for the primary purpose of inform- 
ing them of the activities and services of the American Medical 
Association. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES AND SECRETARY 


Dr. J. P. Culpepper Jr., Chairman, Mississippi, read the fol- 
lowing report, which was adopted: 

Resolution No. 1 on Establishment of Periodic Publication.— 
Your committee considered Resolution No. 1, introduced by the 
Nebraska delegation, on establishment of a new periodic publi- 
cation designed to make known the activities and services of the 
Association “. . . to all people in the health field.” 

Your committee recognizes the constructive intent of the reso- 
lution but simultaneously realizes problems implicit in its imple- 
mentation. It is to be pointed out that the Department of Public 
Relations conducts extensive and effective activities in this re- 
spect and that certain undetermined cost aspects are involved. 

Your committee, therefore, feels that further exploration and 
study are indicated and recommends that the resolution be re- 
ferred to the Board of Trustees for this purpose. 


No. 2. Resolution on Proposed Changes in the Constitution 
and Bylaws 


Dr. Elias S. Faison for the North Carolina delegation intro- 
(duced the following resolutions, which were referred to the 
——— Committee on Amendments to Constitution and By- 
aws: 

Resolved, That Article VIII of the Constitution shall be 


——— and on adoption by proper procedure shall read as 
OLOWS: 


ArTICLE VIII.—Board of Trustees 


Section 1. Composition.—The Board of Trustees shall consist 
of the general officers of the Association as defined in Article 
VII, Section 1. 


Section 2. Term of Office.—The term of each general officer as 
a Trustee shall be for the same term of office he holds as an 
elected general officer as provided in the Constitution and By- 
laws. 

Section 3. Duties.—The Board of Trustees shall have charge 
of the property and financial affairs of the Association and shall 
perform such duties as are prescribed by law governing directors 
of corporations or as may be prescribed in the Bylaws. 

Resolved, That Chapter XVI, Section 1, of the Bylaws shall 
be amended and on adoption by proper procedure shall read as 
follows: 


XVI.—Board of Trustees 


Section 1. Composition.—The Board of Trustees shall consist 
of the general officers of the Association elected as provided for 
in Article VII of the Constitution. The term of the general offi- 
cers as Trustees shall be for the same term each holds as a gen- 
eral officer. 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND BYLAWS 


Dr. Clifford C. Sherburne, Chairman, Ohio, presented the fol- 
lowing report, which was adopted: 

Resolution No. 2 on Proposed Changes in the Constitution 
and Bylaws.—This resolution, introduced by the North Carolina 
delegation, pertains to proposed changes in the Constitution and 
Bylaws. The resolution was considered with section 3 of the re- 
port of the Council on Constitution and Bylaws suggesting 
changes in the Constitution and Bylaws proposed by the Board 
of Trustees. The report of the Council contains the following 
statement: 

“The Council is refraining from making a definite recommen- 
dation at this time partially because of the conflicting sugges- 
tions of the Board of Trustees and the North Carolina resolu- 
tion. In addition, the Council has been advised that the results 
of a management survey of the Association soon to be presented 
to the House of Delegates also includes suggestions in this same 
regard. We have been further advised that a committee of the 
House of Delegates will be appointed at this meeting by the 
Speaker to study and report at the December, 1957, Clinical 
Session concerning the Management Survey.” 

Your reference committee recommends that action on Resolu- 
tion No. 2 and on this portion of the supplementary report of 
the Council be deferred until the report of the special commit- 
tee on the Heller management survey is made available. 


No. 3. Resolutions on Free Choice of Physician 


The following resolutions were introduced by Dr. Everett H. 
Munro on behalf of the Colorado State Medical Society and 
were referred to the Reference Committee on Miscellaneous 
Business: 

Wuereas, The time-honored right of the American citizen 
freely to choose his physician from among all those available 
and legally qualified has contributed immeasurably to the ad- 
vancement of American standards of medical care to their pres- 
ent world preeminence; and 

Wuereas, Deterioration in the quality of medical care ren- 
dered has developed in systems of medical care which deny 
patients this traditional American right; and 

Wuereas, The definition of the free choice of physicians in 
the Principles of Medical Ethics of the American Medical Asso- 
ciation recognizes the validity of interest of a third party inter- 


vi 


Vitivelivil 


957 
ler- 
hat | 
ino 
ese 
ino 
em 
ght 
‘he : 
aC- 
len 
ein 
in 
ate 
he 
of 
ed 
te 
b- 
lic 
on 
ia, 
ly 
ad 
ry 
id 
d 
n 
e 
| 
| 


1232 PROCEEDINGS OF THE NEW YORK MEETING 


jected between the patient and his choice of physician only 
when that third party assumes legal and financial responsibility 
for occupational disease or injury; and 

Wuereas, This House of Delegates reiterated its adherence 
to this free choice principle as a fundamental right of American 
citizens which contributes to the betterment of medical care by 
unanimously adopting Resolution No. 24 at the June, 1956, 
Chicago Session, thereby directing the Councils on Medical 
Service and Industrial Health to revise their published “Guiding 
Principles for Evaluating Management and Union Health Cen- 
ters” to conform to the free choice principle; now therefore be it 

Resolved, That this House of Delegates again reiterates the 
adherence of the American Medical Association to the principle 
of the free choice of physicians as currently defined in the 
Principles of Medical Ethics as being essential to the welfare 
of the patient; and be it further 

Resolved, That the Judicial Council is requested to caution 
all members of the American Medical Association that voluntary 
participation in systems of medical care which deny patients 
their right of free choice of physician as so defined, other than 
as may be required by the mandates of law, constitutes a viola- 
tion of the Principles of Medical Ethics. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented the 
following report, which was adopted: 

Resolutions No. 3, 10, 14, 31 and 33.—These resolutions were 
discussed at length. The reference committee approves these 
resolutions in principle. However, in view of the fact that the 
“Suggested Guides to Relationships Between State and County 
Medical Societies and the United Mine Workers of America 
Welfare and Retirement Fund” again reemphasize the Ameri- 
can Medical Association’s approval of the principle of free 
choice of physician and hospital, so ably set forth in these 
resolutions, it is the opinion of your reference committee that 
no separate action on these resolutions is required. 


No. 4. Resolutions on Free Choice of Physicians by 
Federal Employees 


Dr. Charles Trabue for the Tennessee delegation introduced 
the following resolutions, which were referred to the Reference 
Committee on Miscellaneous Business: 

Wuenreas, The choice of a physician by any American is a 
privilege of free people; and 

Wuereas, This choice of physicians cannot be exercised at 
will under the Federal Employees Compensation Act; and 

Wuereas, Real or veiled threats are often exercised to further 
induce the employee to accept medical treatment from a physi- 
cian other than his choice; and 

Wuereas, The Tennessee State Medical Association, through 
its House of Delegates, has gone on record as opposing any 
law, policy or action by the Federal Government which in any 
way jeopardizes the freedom of the American people; and 

Wuenreas, The House of Delegates of the Tennessee State 
Medical Association has requested that the Tennessee delega- 
tion bring this matter before the House of Delegates of the 
American Medical Association; now therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association take cognizance of the present limitations 
on federal employees’ choice of physicians under the Federal 
Employees Compensation Act; and be it further 

Resolved, That the American Medical Association’s House of 
Delegates recommend that appropriate action be instituted 
through the American Medical Association to change the Work- 
men’s Compensation Law to allow injured or sick federal em- 
ployees free choice of physicians. 


J.A.M.A., July 13, 1957 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented the 
following report, which was adopted: 

Resolution No. 4 on Free Choice of Physicians by Federal 
Employees._We realize the many difficulties that may be 
encountered in relation to the Federal Employees’ Compensa- 
tion Act and are aware of the previous actions of this House 
with respect to the free choice of physicians under that act. 
We feel, therefore, that we should continue our efforts to effect 
changes in the present law. Therefore, your reference com- 
mittee approves this resolution. 


No. 5. Resolution to Amend Federal Social Security Laws 


The following resolution was introduced by Dr. Charles 
Trabue on behalf of the Tennessee delegation and was referred 
to the Reference Committee on Legislation and Public Rela- 
tions: 

Wuereas, In 1938, the House of Delegates of the American 
Medical Association declared, “that, the complete medical care 
of the indigent is the responsibility of the community and the 
medical and allied profession, and that such care should be 
organized by local governmental units and supported by tax 
funds”; and 

Wuereas, In 1957, due to an amendment of the Federal 
Social Security Act, funds for medical care of the recipients of 
the Department of Public Welfare became available to Ten- 
nessee to be administered by the State Department of Public 
Welfare; and 

Wuenreas, The State of Tennessee, as well as some of our 
sister states, is now placed in the position of being forced to 
operate two indigent hospitalization programs, one in_ the 
Department of Public Health and one in the Department of 
Public Welfare; and 

Wuereas, It is the desire of the Tennessee State Medical 
Association that the Indigent Hospitalization Program in Ten- 
nessee continue to be administered by one agency, the Depart- 
ment of Public Health, and when practical by the Department 
of Public Health at the local level; now therefore be it 

Resolved, That the Tennessee State Medical Association peti- 
tion the American Medical Association and its affiliated units 
to recommend to the Congress of the United States and that 
the Congress be requested to amend the Federal Social Se- 
curity Act in such a way as to eliminate from the act such 
phraseology as now exists, which has the effect of compelling 
a state to change its total procedure of administering its public 
health program. It is recommended that the change should be 
made in such a way as to require any appropriation made by 
the Congress for the care of the indigent sick of the state to 
be allocated to the U. S. Public Health Service for reallocation 
to the several State Departments of Public Health rather than 
the Department of Public Welfare, for administration by the 
State Department of Public Health in order to avoid duplica- 
tion of services at the state and local level of government. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 5 to Amend Federal Social Security Laws.- 
Your committee believes that because more and more welfare 
dollars are being directed toward the payment of medical 
charges for public assistance recipients, the subject matter 
herein should be made the subject of study by the Committee 
on Indigent Care of the Council on Medical Service, and that 
this resolution should not be adopted at this time. Your refer- 
ence committee recommends that a report of their findings be 
brought before the House of Delegates at its next meeting. 
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No. 6. Resolution on Dues to the American Medical Association 


The following resolution was introduced by Dr. C. J. Ash- 
worth on behalf of the Rhode Island Medical Society and was 
referred to the Reference Committee on Amendments to the 
Constitution and Bylaws: 

Wuereas, The American Medical Association now has a well 
established and managed Membership Department which is 
aided in its work with elaborate tabulating and _ recording 
machines for the listing of the membership; and 

Wuereas, Each state medical association is able to provide 
the American Medical Association with a roster of its member- 
ship corrected as of any specified date; therefore be it 

Resolved, That the House of Delegates of the Rhode Island 
Medical Society recommends that the House of Delegates of 
the American Medical Association amend Chapter III, Section 
2, of its Bylaws by deleting the words “to the constituent asso- 
ciation for transmittal to the Secretary of”, thus leaving the 
Section to read: 

“Section 2. Method of Payment. Each active member shall 
pay the annual dues to the American Medical Association.” 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND BYLAWS 


Dr. Clifford C. Sherburne, Chairman, Ohio, presented the 
following report, which was adopted: 

Resolution No. 6 on Dues to the American Medical Associa- 
tion.—This resolution, introduced by the Rhode Island dele- 
gation, pertains to the collection of dues of the American 
Medical Association. After hearing the discussion it was felt 
that predominant opinion was that the present plan is more 
feasible. The Secretary and General Manager of the Association 
expressed a willingness to cooperate with the smaller states 
where difficulty seems to exist; therefore, your reference com- 
mittee recommends that this resolution not be adopted. 


No. 7. Resolution on Rhode Island Physician Membership in 
the American Medical Association 


The following resolution was introduced by Dr. C. J. Ash- 
worth on behalf of the Rhode Island Medical Society and was 
referred to the Reference Committee on Reports of Board of 
Trustees and Secretary: 

Wuereas, Rhode Island physicians were active in the form- 
ing of the American Medical Association, and one, Dr. Usher 
Parsons, served as its vice-president in 1853; and 

Wuereas, Through the years the membership of the nation’s 
ninth oldest state medical association, The Rhode Island Medi- 
cal Society, has continuously supported in every way the activi- 
ties and work of the American Medical Association; and 

Wuereas, At the Seattle Clinical Session of the American 
Medical Association, in November, 1956, the Chairman of the 
Reference Committee on Reports of the Board of Trustees and 
Secretary, Dr. Charles Hayden of Massachusetts, did in sub- 
stance publicly criticize for his committee an alleged failure of 
a larger number of Rhode Island physicians to be members of 
the American Medical Association; and 

Wuereas, In fact 88% of the membership of the Rhode 
Island Medical Society were members of the American Medical 
Association as of June 30, 1956, representing one of the highest 
‘tate memberships on a voluntary basis in the country; there- 
fore be it 

Resolved, That the Rhode Island Medical Society, through 
its House of Delegates in meeting on April 24, 1957, do protest 
the inaccurate and critical report of the physician membership 
of this State in the American Medical Association as cited in 
the report to the House of Delegates of the American Medical 
Association, and as reported in THE JouRNAL of the American 
Medical Association, Jan. 5, 1957, and do request that the 
record be corrected accordingly. 
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REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES AND SECRETARY 


Dr. J. P. Culpepper Jr., Chairman, Mississippi, read the 
following report, which was adopted: 

Resolution No. 7 on Rhode Island Physician Membership in 
American Medical Association.—Your reference committee con- 
sidered Resolution No, 7, introduced by the Rhode Island 
Medical Society, relating to membership of Rhode Island physi- 
cians in the American Medical Association, The resolution 
protests a statement contained in the report of the Reference 
Committee on Reports of Board of Trustees and Secretary 
presented at the Seattle 1956 Clinical Session. 

Your committee received testimony to the effect that figures 
quoted by the reference committee related to the percentage of 
A. M. A. members to the number of licensed, practicing 
physicians in the several states mentioned, whereas the present 
resolution apparently refers to the percentage of A. M. A. 
members to constituent society membership. 

Your committee feels that an unfortunate misunderstanding 
has resulted from the usage of different baselines of comparison. 
The delegate who served as chairman of the reference com- 
mittee at the Seattle meeting testified to your present committee 
that there was no intent to criticize any constituent association 
in his report. 

Your committee therefore recommends that full appreciation 
of the facts be developed by all concerned and that no action 
be taken on the resolution. 


No. 8. Resolutions on Practice of Medicine in Hospitals 


Dr. Harry L. Arnold Jr. for the Hawaii Medical Association 
introduced the following resolutions, which were referred to 
the Reference Committee on Medical Education and Hospitals: 

Wuereas, The principle of the closed shop or union shop, 
whereby a man is forced to belong to an organization in order 
to earn his living, is believed to be essentially repugnant to 
the overwhelming majority of American physicians; and 

Wuenreas, A physician must be, by and large, able to work 
in a hospital in order to earn his living; and 

Wuenreas, A great many American hospitals require appli- 
cants for admission to their staffs to belong to the American 
Medical Association or a constituent association thereof; and 

Wuereas, The American Medical Association is thereby 
made an unwilling party to the application of the principle of 
the closed shop or union shop; now therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association defines the requirement of medical society 
membership for applicants for hospital staff privileges as a 
closed shop or union shop restriction; and be it further 

Resolved, That the House of Delegates of the American 
Medical Association urges upon its component and constituent 
medical societies and associations, upon the American Hospital 
Association, and upon individual hospitals, a course of action 
calculated to eliminate the use of the closed shop or union shop 
principle in relation to the practice of medicine in hospitals. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, read the 
following report, which was adopted: 

Resolution No. 8 on Practice of Medicine in Hospitals.—Your 
reference committee believes it appropriate for the House of 
Delegates to restate the fact that it is within the province of 
individual hospitals to determine whether or not they wish to 
make eligibility for actual membership in a medical society a 
prerequisite to staff privileges. Although the American Medical 
Association has never enunciated such a requirement, it has 
consistently encouraged all ethical and qualified physicians to 
become active members of their county, state, and national 
professional associations. Your reference committee is, there- 
fore, of the opinion that it would be inappropriate for the 
House of Delegates to adopt any position which would dis- 


Witiv 


5 
57 
al 
d- 
se 
ct 
n- 
vs 
d 
% 
n 
e 
ie 
e 
i] 
\- 
e 
‘ 
: 
> 
j 
& 
Z 


1234 PROCEEDINGS OF THE NEW YORK MEETING 


courage membership in medical societies, For this reason your 
reference committee recommends that this resolution be dis- 
approved. 


No. 9. Resolution on Legal Recognition of Ancillary 
Medical Personnel 


The following resolution was introduced by Dr. Raymond M. 
McKeown on behalf of the Oregon State Medical Society and 
was referred to the Reference Committee on Miscellaneous 
Business: 

Wuereas, Many of the groups of ancillary medical person- 
nel, including graduate and practical nurses, medical technolo- 
gists, x-ray technicians, physical therapists, occupational thera- 
pists, dispensing opticians, and clinical psychologists, have ob- 
tained or are seeking to obtain legal recognition in the various 
states; and 


Wuereas, Numerous questions have arisen concerning the 
legal recognition of such groups, including: 

1. Is legal recognition desirable? 

2. (a) Are existing voluntary educational standards estab- 
lished for some of these groups through close cooperative rela- 
tions with medical organization effective? 

(b) Does legal recognition lead to the break-down of these 
voluntary educational standards? 

3. Does legal recognition: 

(a) tend to make these ancillary medical occupations more 
attractive and thus increase the supply of such personnel? 

(b) create opportunity for such ancillary personnel to per- 
form their services independently of medical supervision and 
thus to engage in the illegal practice of medicine? 

(c) encourage some members of these groups of ancillary 
medical personnel to associate themselves with nonmedical 
practitioners? 

4. If legal recognition is desirable should it: 

(a) define the occupation so that the members of any other 
ancillary group are not prohibited from pursuing their occupa- 
tion and so that the members of the ancillary group must per- 
form their services under the direction and control of a licensed 
physician and surgeon (doctor of medicine )? 

(b) provide for registration or licensure? 

(c) establish an independent regulatory board for each an- 
cillary group or lodge the regulatory functions in an existing 
state agency, such as a board of medical examiners, board of 
health, or board of education? 

(d) provide that any independent regulatory board be com- 
posed solely of members of the ancillary group or include one 
or more members of the medical profession? Therefore be it 

Resolved, That the Board of Trustees be authorized and 
directed to have conducted a study of the legal recognition of 
ancillary medical personnel and develop recommendations with 
respect to this subject for the guidance of the constituent state 
and territorial medical associations. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented the 
following report, which was adopted: 

Resolution No. 9 on Legal Recognition of Ancillary Medical 
Personnel.—Your reference committee, following a study and 
discussion of this resolution, recommends that it be approved 
and referred to the recently appointed joint committee consist- 
ing of members of the Board of Trustees and members of the 
Council on Medical Education and Hospitals for its considera- 
tion and action. (See also action taken on Resolution No. 70.) 


No. 10. Resolution on UMWA Medical Care Program 


Dr. E. Bryce Robinson Jr. for the Medical Association of the 
State of Alabama introduced the following resolution, which 
was referred to the Reference Committee on Miscellaneous 
Business: 

Wuereas, The Medical Association of the State of Alabama 
has been pursuing discussions with representatives of the Fund 
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of the United Mine Workers of America to the end that more 
satisfactory arrangements for both parties could be mutually 
arrived at and certain problems be resolved; and 

Wuereas, Certain points of difference continue to exist 
which involve fundamental principles of vital concern to the 
medical profession as a whole, and which involve among other 
things freedom of choice of physician by the patient, the main- 
tenance of satisfactory fee levels, certain reservations in regard 
to the retainer fee method of payment, and third party inter- 
vention in doctor-patient relationship; and 

Wuereas, Discussions having as their objective the resolution 
of these and other problems on a state level have failed to 
materialize in several other states and further progress on this 
level in Alabama seems at this time to be doubtful; now there- 
fore be it 

Resolved, That this House of Delegates does again reaffirm 
the fundamental principles such as free choice of physician and 
instructs the Council on Industrial Health or other appropriate 
Council to formulate these fundamental principles for the 
medical profession which would stand to serve as a basis to 
guide the constituent bodies of the American Medical Associa- 
tion in their relationships with various groups such as the 
U. M. W. A. Fund which are involved as a third party in 
providing medical services to industrial and other groups. 


Nore: The report of the Reference Committee on Miscel- 
laneous Business concerning Resolution No. 10 will be found 
following Resolution No. 3. 


No. 11. Resolution on Blue Shield—Blue Cross Plans 


The following resolutions were introduced by Dr. Eustace A. 
Allen on behalf of the Georgia delegation and were referred 
to the Reference Committee on Insurance and Medical Service: 

Wuereas, Blue Shield—Blue Cross voluntary plans are the 
direct responsibility of the medical profession; and 

Wuereas, There has not been a thorough study on a national 
level of these organizations, since their maturity, by the pro- 
fession itself; and 

Wuereas, These organizations have been criticized in the 
press and by physicians over the nation; and 

Wuereas, The House of Delegates of the Medical Associa- 
tion of Georgia has requested the American Medical Association 
to make a study of this problem; now therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association feels that in the light of changing economic 
conditions a study and survey of Blue Shield—Blue Cross poli- 
cies are in order; and be it further 

Resolved, That the House of Delegates of the American 
Medical Association request the Speaker of the House to 
appoint a special committee to conduct a thorough study of the 
plans, contracts, policies and other agreements of these organi- 
zations in reference to physician-patient relationship, physician- 
hospital relationship and discrimination, if any, in contracts to 
patients, to physicians and to hospitals, this study to be on a 
national level; and be it further 

Resolved, That this special committee be requested to make 
a full report of its study and recommendation to the House of 
Delegates of the American Medical Association at its annual 
meeting in June, 1958. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read_ the 
following report, which was adopted: 

Resolution No. 11 on Blue Shield—Blue Cross Plans.—Your 
committee is in accord with the apparent objectives of this 
resolution. However, we recognize that the Commission 02 
Medical Care Plans is engaged in a study of Blue Shield and 
other insurance arrangements. We are informed that many of 
the objectives of this resolution will be covered when the 
commission makes its final report. In view of the fact that the 
commission has not completed its study and since the Council 
on Medical Service has a Committee on Prepayment Medical 
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and Hospital Service, your reference committee believes it 
would be unwise to establish another special committee and, 
therefore, recommends that this resolution as presented be 
disapproved. 

To the extent that the commission does not study and report 
on the effects of types of coverage and existing insurance rates 
on the practice of medicine, your committee recommends that 
these and other subjects of a similar nature be explored by the 
Council on Medical Service. 


No. 12. Resolution on Ancillary Specialties’ Inclusion in 
“Medicare” 


Dr. Spencer Kirkland for the Georgia delegation introduced 
the following resolution, which was referred to the Reference 
Committee on Insurance and Medical Service: 

Wuereas, The American Medical Association has declared 
that the practices of anesthesiology, pathology, radiology and 
physical medicine are practices of medicine; an 

Wuereas, Anesthesiologic, pathologic, radiologic and physi- 
cal medicine services may be rendered in or outside a hospital; 
and 

Wuereas, Such anesthesiologic, pathologic, radiologic and 
physical medicine services can be performed only by or under 
the supervision of duly licensed physicians; and 

Wuereas, The several state medical societies have contracted 
for the physicians with the Department of Defense to supply 
medical services to dependents of the Uniformed Forces under 
Public Law 569 of the 84th Congress (otherwise known as the 
Dependents’ Medical Care Act); and 


Wuereas, Certification of medical services rendered can be 
made only by physicians; therefore be it 

Resolved, That the American Medical Association hereby 
declares that anesthesiology, pathology, radiology and physical 
medicine are practices of medicine, under the terms of the 
contracts which have been negotiated between the several 
states and the Department of Defense as set forth in Contract 
No. DA-49-007-MD-812, dated Nov. 30, 1956, issued by the 
Department of Defense in compliance with the Dependents’ 
Medical Care Act, and fees for such services, wherever ren- 
dered, must be paid to the physicians rendering the services. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read the fol- 
lowing report, which was adopted: 

Resolution No. 12 on Ancillary Specialties Inclusion in “Medi- 
care”.—It is the initial recommendation of your reference com- 
mittee that the subject of this resolution be changed to 
“Payment for Medical Services Rendered Under ‘Medicare’ 
Program.” 

With respect to this resolution your reference committee was 
advised that in the preliminary discussions between representa- 
tives of the American Medical Association and the Department 
of Defense prior to the promulgation of regulations under the 
Dependent Medical Care Act repeated efforts were made to 
encourage the adoption of the objectives of this resolution. In 
the final version of the regulations adopted, the Department of 
Defense decided to pay for the services of anesthesiologists, 
pathologists, radiologists, and others in accordance with exist- 
ing local conditions and arrangements. 

The committee recognizes that it would not be possible 
through the adoption of this resolution to change the terms of 
existing contracts which have been negotiated between the 
Department of Defense and the various state medical societies 
and therefore does not recommend the adoption of this resolu- 
tion. Instead, it is the recommendation of the committee that 
the House restate existing policy of the American Medical 
Association recognizing that the practice of the above-men- 
tioned specialties should be paid to the physician rendering 
the services. It is further suggested that an attempt be made by 
the American Medical Association to have existing administra- 
tive regulations under the “Medicare” program amended to 
incorporate this policy. 
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No. 13. Resolutions on VA Hospital Construction 


Dr. C. H. Richardson for the Georgia delegation introduced 
the following resolutions, which were referred to the Reference 
Committee on Legislation and Public Relations: 

Wuereas, It is a fact that the physicians in the United States 
have, on occasions, dedicated themselves to the policy that 
veterans of the Armed Forces who served during any and all 
wars, “police actions” and similar conflicts of any type, partici- 
pated in by our country, shall have the best possible medical 
care for injuries and illnesses incurred as a result of, or aggra- 
vated by their military duties; and 

Wuenreas, It has been both the policy and the practice of 
American physicians to provide, regardless of costs, all medical 
care required for the treatment of conditions resulting from 
illness and accidents, of all veterans, regardless of any connec- 
tion with military service, the same as it does for all other 
classes of American citizens; and 

Wuereas, American physicians through the American Medi- 
cal Association and related organizations have supported, both 
as tax-payers as well as physicians, the general over-all policy 
of the Veterans Administration to provide the best medical care 
for service-connected medical conditions; and 

Wuereas, The total number of beds now available in hos- 
pitals administered by the Veterans Administration for the care 
of veterans with service-connected disabilities is known to be 
considerably in excess of actual needs for such purpose, as evi- 
denced by the fact that the majority of beds in most, if not all, 
veterans hospitals are now used for non-service-connected disa- 
bilities; therefore be it 

Resolved, That the American Medical Association approve 
the construction of new hospitals and additional beds only 
where it can be proved that actual need exists for the care of 
service-connected disabilities, true bonafide emergencies, and 
care for such “needy” or medically indigent veterans who are 
without income or property beyond their basic needs; and be 
it further 

Resolved, That the Deans committees and members of medi- 
cal college faculties who participate in the supervision, manage- 
ment and direction of residency training programs in Veterans 
Administration hospitals be specifically requested to adhere to 
and conform with this policy. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolutions No. 13 and 22 on Veterans’ Hospital Construc- 
tion.—These resolutions seek to oppose the construction of 
further Veterans Administration hospitals, except under certain 
specified conditions. Your committee recommends the adoption 
of the following substitute resolution: 

Wuereas, There is periodic discussion both by the general 
public and by some governmental agencies of the need for 
additional veterans’ hospitals; and 

Wuereas, It is an acknowledged fact that the number of 
beds available in present veterans’ hospitals is ample to take 
care of veterans with service-connected disabilities; and 

Wuereas, It is a known fact that temporary shortages of 
beds in veterans’ hospitals are caused by the utilization of these 
facilities in connection with non-service-connected disabilities; 
and 

Wuereas, The Veterans’ Administrator, in testifying before a 
Congressional committee, stated that any additional beds would 
be for non-service-connected disabilities; therefore be it 

Resolved, That the American Medical Association oppose the 
establishment of further veterans’ facilities for the care of non- 
service-connected illnesses of veterans, and that every effort be 
mad to encourage assumption for the responsibility for the 
care of such non-service-connected cases by the individual 
veteran or by a local or state governmental organization. 
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No. 14. Resolutions on Fundamental Policy When a Third Party 
Is Interposed Between the Patient and the Physician 


Dr. George M. Fister for the Utah State Medical Association 
introduced the following resolutions, which were referred to the 
Reference Committee on Miscellaneous Business: 

Wuereas, It is traditional for the American physician to 
practice his profession without the interposition of a third party 
between him and the patient except when that third party 
assumes legal and/or financial responsibility for occupational 
injury or disease; and 

Wuereas, It is the time honored custom under our demo- 
cratic system that the physician practices his profession without 
paying tribute of any kind or description to a third party who 
claims to provide him with a so-called “captive practice”; 
therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association declares that it is unalterably opposed to, 
and considers unethical, any system which interposes a third 
party, be it individual, corporation, labor union or hospital, 
between the physician and the patient, except when that third 
party assumes legal and financial responsibility for occupational 
injury or disease; and be it further 

Resolved, That the House of Delegates of the American 
Medical Association is unalterably opposed to and considers 
unethical any system which allows any third party, be it in- 
dividual, corporation, labor union, hospital or any other organi- 
zation to exact tribute of any kind or description from the 
physician for the privilege of practicing his profession. 


Note: The report of the Reference Committee on Miscel- 
laneous Business concerning Resolution No. 14 will be found 
following Resolution No. 3. 


No. 15. Resolutions on Principles of Medical Ethics 


The following resolutions were introduced by Dr. Kenneth C. 
Sawyer on behalf of the Colorado State Medical Society and 
were referred to the Reference Committee on Amendments to 
the Constitution and Bylaws: 

Wuereas, The proposed abbreviated version of the Princi- 
ples of Medical Ethics prepared by the Council on Constitution 
and Bylaws and published in the April 13, 1957, issue of THE 
JournaL of the American Medical Association presents such 
Principles in so radically condensed a form that there is no 
clear statement of many basic principles, especially the follow- 
ing: (a) The principle of free choice of physician; (b) the 
principle opposing the practice of medicine by corporations and 
other lay bodies by whatever name called; (c) the principle 
commanding gratuitous physicians’ services to the poor and 
opposing excessive fees for all services; (d) the principle re- 
quiring clinics and groups of physicians to observe the same 
ethical code of conduct imposed upon individual physicians; 
(e) the group of principles delineating relationships between 
physicians and the media of public information; and (f) the 
principle holding that the unwisdom of physicians treating 
themselves or their immediate families should normally com- 
mand gratuitous services of physicians to one another; and 

Wuereas, I[t is generally conceded and was so reported by 
the Council on Constitution and Bylaws at the December, 1955, 
session of the House of Delegates that the existing Principles of 
Medical Ethics do need some revision, primarily to rearrange 
and recodify them by separating those sections that are clearly 
statements of ethical principles from those sections which relate 
to medical manners and etiquet; and 

Wuereas, The carefully prepared revision of the Principles 
of Medical Ethics so proposed in December, 1955, has still 
been inadequately publicized and explained to the member- 
ship of the American Medical Association; and 

Wuereas, The said proposed abbreviated version of the 
Principles of Medical Ethics is essentially no different than that 
proposed at the interim session of 1956 in Seattle and which 
was vigorously protested by the delegates of many states for 
many reasons including those cited above; now therefore be it 


J.A.M.A., July 13, 1957 


Resolved, That the revision of the Principles of Medical 
Ethics as proposed by the Council on Constitution and Bylaws 
in April, 1957, is hereby disapproved; and be it further 

Resolved, That the Council on Constitution and Bylaws js 
again directed to prepare a new proposal for revision of the 
Principles of Medical Ethics, retaining specifically and in clear 
language the principles above enumerated and based upon the 
plan of revision proposed by the said Council at the December, 
1955, session of the House of Delegates; and be it further 

Resolved, That such new proposal for revision be prepared 
with all possible dispatch and be communicated in full detail 
and with appropriate explanation to all members of the Asso- 
ciation at least six months in advance of the session of the 
Association at which it is to be considered, with the request of 
this House of Delegates that the proposal be given careful 
consideration by all constituent associations and component 
societies and their recommendations be forwarded to the Coun- 
cil on Constitution and Bylaws in advance of said final con- 
sideration by this House of Delegates. 


REPORT OF REFERENCE -COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND BYLAWS 


Dr. Clifford C. Sherburne, Chairman, Ohio, presented the 
following report, which was adopted: 

Resolution No. 15 on Principles of Medical Ethics.—Resolu- 
tion No, 15, introduced by the Colorado delegation, would, in 
effect, require that the Council on Constitution and Bylaws 
prepare a new revision of the Principles of Medical Ethics 
containing specific prohibitions rather than general statements 
of principle as provided in the present proposed revision. Your 
reference committee, as previously stated, is of the opinion that 
the Principles of Medical Ethics should be stated in broad 
rather than specific terms and therefore it is recommended 
that Resolution No. 15 be disapproved. 


No. 16. Resolutions on TV and Radio Advertising 


Dr. James Q. Graves for the Louisiana State Medical Society 
introduced the following resolutions, which were referred to 
the Reference Committee on Hygiene, Public Health, and In- 
dustrial Health: 

Wuenreas, The television and radio are repeatedly expound- 
ing the cause of patent medicine firms and their products over 
the television and radio stations, and recommending these 
respective drugs to the public as cure-alls, thereby creating 
false claims and hopes for the general public; and 

Wuereas, These misrepresentations cause an_ irreparable 
harm to the general population in their misguided usage of 
such drugs recommended; and 

Wuereas, Each individual is unto himself a distinct and 
separate problem, subject to susceptibilities and idiosyncrasies, 
oftentimes making these drugs contraindicated; therefore be it 

Resolved, That the House of Delegates recommend that our 
Delegates to the A. M. A. House of Delegates exert every 
effort to have the A. M. A. House of Delegates give this matter 
serious consideration and obtain some relief from such danger- 
ous advertising; be it further 

Resolved, That a copy of this resolution be sent to all other 
state societies, requesting their support in passing such a reso- 
lution, thereby securing some relief from such harmful practices. 


REPORT OF REFERENCE COMMITTEE ON 
HYGIENE, PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. John N. Gallivan, Chairman, Connecticut, submitted the 
following report, which was adopted: 

Resolutions No. 16 and 47 Dealing with Television and Radio 
Advertising.—Your committee is in full sympathy with the sense 
of these essentially similar resolutions and feels that a definite 
problem exists which needs correction. In place of these two 
resolutions, your committee offers to the House the following 
substitute resolution: 
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Wuereas, The public is constantly exposed to misleading 
advertising, both visual and oral, via television and radio, by 
the purveyors of patent medicines, thereby inviting the listeners 
to self-treatment of a variety of ailments or conditions; and 

Wuereas, These representations tend to cause irreparable 
harm to the general population in their efforts to treat them- 
selves by the usage of such drugs; and 

Wuereas, Each individual is unto himself a distinct and 
separate problem, subject to susceptibilities and idiosyncrasies, 
oftentimes making these drugs contraindicated; therefore be it 

Resolved, That the House of Delegates recommend to the 
Board of Trustees that the Board augment its liaison with the 
television and radio industry, urging a more careful screening 
of all such advertisements in the light of the knowledge and 
experience of medicine to eliminate offensive or misleading 
advertising from the channels of television or radio; and be it 
further 

Resolved, That the House of Delegates does commend and 
approve of the efforts of such agencies as the Federal Trade 
Commission and the Federal Communications Commission in 
their current program of enforcement of the laws governing 
the advertising of patent medicines. 


No. 17 


Resolution No. 17 was withdrawn without introduction on 
request of Dr. A. G. Young for the Washington delegation. 


No. 18. Resolution on the Atomic Energy Act of 1954 


The following resolution was introduced by Dr. Richard 
Meiling on behalf of the Ohio State Medical Association and 
was referred to the Reference Committee on Legislation and 
Public Relations: 

Wuereas, The states license physicians to use all drugs and 
agents useful in the diagnosis and treatment of disease; and 

Wuereas, Radioactive isotopes have already been proved 
and are continuing to be proved by doctors of medicine of 
widely diverse interests to have extraordinarily wide and unique 
applications as clinical biochemical tools and drugs that are 
useful in the diagnosis or treatment of disease; and 

Wuereas, The Atomic Energy Commission has, upon the 
advice of persons not all of whom are physicians, elected to 
regulate the possession and use in medicine of radioactive 
isotopes produced incidental to nuclear fission, by doctors of 
medicine already licensed by the states by requiring of them 
an additional and a redundant license for such possession and 
use of artificial radioactive istopes in medicine; and 

Wuereas, Doctors of medicine licensed by the states are 
better qualified than are lay persons to decide what is in the 
best interests of their patients in respect to the possession for, 
and the use of, artificial radioactive isotopes in the practice of 
medicine; and 

Wuereas, The House of Delegates of the American Medical 
Association has stated, “In any hospital, the use of radium or 
its products and artifically produced radioactive isotopes for 
diagnostic or therapeutic purposes shall be restricted to quali- 
fied physicians so judged by the Committee on Radium and 
Artificially Produced Radioactive Isotopes of the professional 
staff to be adequately trained and competent in their particular 
use”; and 

Wuereas, The present unnecessarily cumbersome and un- 
natural regulation of the possession and use of artificial radio- 
active isotopes in medicine by the Atomic Energy Commission 
hampers progress by removing incentives to teach and to learn 
what is already known to be good about peacetime uses of 
atomic energy in medicine, and it stifles initiative to discover 
new applications or to improve existing applications of radio- 
active isotopes in the diagnosis or treatment of disease; now, 
therefore be it 

Resolved, That the American Medical Association recommend 
and actively support an amendment to the Atomic Energy Act 
of 1954 to exempt physicians licensed to practice medicine in 
any state, the District of Columbia or any territory of the 
United States from any requirement for a license to transfer or 
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receive in interstate commerce, manufacture, produce, transfer, 
acquire, OWn, possess, use or import any by-product material 
(radioactive isotopes ) for medical purposes. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 18 to Amend Atomic Energy Act of 1954.— 
This resolution was the subject of extensive discussion. Your 
committee believes that many questions concerning radioactive 
isotopes are unresolved, Your committee recommends that the 
resolution be not adopted, and that it be referred to the proper 
council or committee of the Association for further study, 


No. 19. Resolution on Medicare Program 


The following resolution was introduced by Dr. Richard 
Meiling on behalf of the Ohio State Medical Association and 
was referred to the Reference Committee on Insurance and 
Medical Service: 

Wuereas, The Medicare program now being carried on 
under the provisions of Public Law 569, 84th Congress is being 
administered as a service type medical care program; and 

Wuereas, This program interferes with the time honored 
physician-patient relationship as it does not permit a physician 
to establish his own fee for his professional services to the 
dependents of servicemen but compels him to accept the fee 
allowed by the federal government if he accepts a patient 
under the program; therefore be it 

Resolved, That the American Medical Association request the 
Secretary of Defense to modify the Medicare program regula- 
tions so that the program can be operated as an indemnity 
type program or that the American Medical Association, if 
necessary, take steps to have Public Law 569, 84th Congress, 
amended so such program can be carried on as an indemnity 
program, 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read the fol- 
lowing report, which was adopted: 

Resolution No. 19 on Medicare Program.—In considering this 
resolution the reference committee was advised that in pre- 
liminary discussions with the Department of Defense relative 
to administrative regulations representatives of the American 
Medical Association had expressed the opinion that: 

(a) The Dependent Medical Care Act as enacted by Con- 
gress does not necessitate the establishment of fixed fee sched- 
ules in the implementation of the program; 

(b) The establishment of fixed fee schedules would result in 
a more expensive program than if physicians were permitted to 
charge their regular normal fees; and 

(c) The establishment of such fee schedules would ulti- 
mately disrupt the economics of medical practice. 

Administrative regulations as finally adopted did not in- 
corporate the above suggestions of the American Medical 
Association and the contracts finally negotiated by all but two 
of the state medical societies include a negotiated fixed fee 
schedule. 

This committee realizes that the full service concept is con- 
trary to the adopted policies of various of the state medical 
societies. Your committee believes that the objectives con- 
templated in Resolution No. 19 would be attained if the sug- 
gestions made by the American Medical Association in the 
original negotiations referred to above were adopted. In fact 
we have been informed that several states have negotiated a 
contract without a published fee schedule. We are not recom- 
mending approval of Resolution No. 19 as presented but instead 
are recommending that the decision as to the type of contract 
and whether or not a fee schedule is included in future contract 
negotiations should be left to individual state determination, 
keeping in mind the above-cited suggestions originally stated 
by the American Medical Association. We urge the Board of 
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Trustees of the American Medical Association to continue its 
effort toward accomplishing these principles. For example, the 
American Medical Association should request the Secretary of 
Defense to modify the Medicare program regulations and 
directives so that the program can be operated as an indemnity 
type of program where desired by individual states. 


No. 20. Resolutions on National Medical Research Fund 


Dr. George A. Woodhouse for the Ohio State Medical Associa- 
tion introduced the following resolutions, which were referred 
to the Reference Committee on Reports of Board of Trustees 
and Secretary: 

Wuereas, In recent years there has been a tremendous in- 
crease in organizations to raise funds for medical research and 
care of patients with specific diseases; and 

Wuereas, Too much of the money so raised of necessity is 
used for administration and fund-raising purposes, due to 
multiplicity of costs and unavoidable factors; and 

Wuereas, Many important diseases are being relegated to a 
secondary role because of a lack of research funds; and 

Wuereas, There is a constantly increasing demand for Fed- 
eral funds for medical research and hence inevitable federal 
control of medical research; therefore be it 

Resolved, That the American Medical Association approve 
the following: 

(1) The establishment of a single national medical research 
fund to finance medical research into all diseases. 

(2) Such national medical research fund shall be adminis- 
tered by physicians. 

(3) Such national research fund shall be raised by contribu- 
tions from United Funds or similar charitable organizations and 
physicians throughout the entire United States; be it further 

Resolved, That the proper officials of the American Medical 
Association, upon passage of this resolution, take immediate 
steps to bring about the establishment of this national medical 
research fund. 


REPORT OF REFERENCE COMMITTEE ON 
REPORTS OF BOARD OF TRUSTEES AND SECRETARY 


Dr. J. P. Culpepper Jr., Chairman, Mississippi, read the 
following report, which was adopted: 

Resolution No. 20 on National Medical Research Fund.—Your 
reference committee considered Resolution No. 20 on the Na- 
tional Medical Research Fund. The resolution proposes that the 
American Medical Association approve the establishment of a 
single national fund to finance medical research into all dis- 
eases, that this activity by administered by physicians, and that 
such fund shall be raised by contributions from united funds or 
similar charitable organizations and physicians throughout the 
entire United States. 

Your committee had the benefit of extended discussions on 
this resolution which included comment by presidents of two 
national voluntary health agencies. It is felt that the resolution 
has merit and that it opens a subject of deep and continuing 
concern to the medical profession. 

Your committee feels that physicians should participate 
actively in the affairs of voluntary health agencies concerned 
with the accumulation of funds for research purposes and that 
a stewardship accounting of funds so accumulated should be 
made to the public. Your committee reminds this House that 
the Association enjoys the services of a Committee on Rela- 
tions with Allied Health Agencies and that extensive study is 
presently being conducted in this particular area of interest. 

It is felt that precipitate action on this proposal would be 
unwise and it is recommended that the resolution together with 
these expressions be referred to the Board of Trustees for 
action deemed appropriate. 


No. 21. Resolution on Principles of Medical Ethics 


The following resolution was introduced by Dr. Charles L. 
Hudson on behalf of the Ohio State Medical Association and 
was referred to the Reference Committee on Amendments to 
the Constitution and Bylaws: 


J.A.M.A., July 13, 1957 


Wuereas, It is important that all sections of the Principles 
of Medical Ethics be clear and specific; and 

Wuereas, There appears to be uncertainty as to the mean- 
ing and scope of paragraph 6 of the proposed revised Principles 
of Medical Ethics; therefore be it 

Resolved, That paragraph 6 of the proposed revised Princi- 
ples of Medical Ethics shall read as follows: 

“A physician should not dispose of his services under terms 
or conditions which (1) interfere with or impair the free and 
complete exercise of his independent medical judgment and 
skill, (2) cause deterioration of the quality of medical care. 
(3) or permit the sale of his professional services by any |a) 
persons or corporation.” 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND BYLAWS 


Dr. Clifford C. Sherburne, Chairman, Ohio, presented the 
following report, which was adopted: 

Resolution No, 21 on Principles of Medical Ethics.—The Ohio 
resolution (No. 21) appears to be dimed at the illegal corporate 
practice of medicine to which this House has repeatedly ex- 
pressed its opposition. Those appearing before the committee 
were virtually unanimous in their condemnation of corporate 
medical practice. 

Your committee is in agreement with the majority of the 
sentiments expressed and is disturbed by the probable deleteri- 
ous effects of the corporate practice of medicine upon the fu- 
ture of medicine and the care of patients. In many of its forms. 
it is indistinguishable in practice and effect from socialization 
of medicine and appears to embody all of its evils. 

Your reference committee is impressed by the necessity of 
informing all physicians and the general public as to the evils 
which may be inherent in the socialization of medicine through 
corporate activity as well as by government action. 

Your reference committee therefore recommends that this 
problem be referred to the Board of Trustees with the request 
that it devise and initiate a campaign to educate both physicians 
and the general public as to the dangers inherent in the illegal 
corporate practice of medicine in its various forms. 


No. 22. Resolution on Veterans’ Hospitals 


Dr. James E. Feldmayer for the California delegation intro- 
duced the following resolution, which was referred to the 
Reference Committee on Legislation and Public Relations: 

Wuereas, There is periodic discussion both by the general 
public and by some governmental agencies of the need for 
additional veterans’ hospitals; and 

Wuereas, It is an acknowledged fact that the number of 
beds available in present veterans’ hospitals is ample to take 
care of veterans with service-connected disabilities; and 

Wuereas, It is a known fact that temporary shortages of 
beds in veterans’ hospitals are caused by the utilization of these 
facilities in connection with non-service-connected disabilities: 
and 

Wuereas, The California Medical Association went on rec 
ord on May 1, 1957, as opposing the establishment of addi- 
tional veterans’ hospitals except in cases where a demonstrated 
need exists to take ¢are of veterans with service-connected 
disabilities; now, therefore be it 

Resolved, That the American Medical Association take @ 
similar stand in opposition to the establishment of further 
veterans’ facilities for the care of non-service-connected ill- 
nesses of veterans. 


Note: The report of the Reference Committee on Legisla- 
tion and Public Relations concerning Resolution No, 22 will be 


found followingResohution No. 13. 


No. 23. Resolution on Postponement of Income Tax Payments 


The following resolution was introduced by Dr. James E- 
Feldmayer on behalf of the California delegation and wa 
referred to the Reference Committee on Insurance and Medi- 
cal Service: 
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Wuereas, The California Medical Association has declared 
itself in favor of the U. S. House of Representatives Resolu- 
tions 9 and 10 permitting postponement of payment of income 
tax on certain sums earned by self-employed persons, known 
as the Reed-Keogh bills; now, therefore be it 

Resolved, That the California Medical Association does urge 
the American Medical Association to continue its strenuous 
efforts toward the passage of this or similar legislation. 


REPORT OF REFFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read the fol- 
lowing report, which was adopted: 

Resolutions No, 23, 40, and 57 on the Jenkins-Keogh Bills.— 
The subject matter of these resolutions is identical, and the 
purpose of all of them is to endorse the Jenkins-Keogh bills. 
Your committee recommends that they be adopted. 


No. 24. Resolutions on Veterans’ Home Town Care Program 


Dr. James E. Feldmayer for the California delegation intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Insurance and Medical Service: 

Wuereas, The Veterans’ Home-Town Care Program per- 
mits the veteran with a service-connected disability to be 
treated for a portion of his medical care in his own home 
community by a physician of his own selection; and 

Wuereas, This plan allows a veteran to compare private 
with public medical care; and 

Wuereas, This program offers medicine a chance to roll 
back a portion of the encroaching wave of socialism; and 

Wuereas, This Home-Town Care Plan has been successful 
in some states and, for various reasons, unsuccessful in others; 
and 

Wuereas, It is desirable that the successful plans now oper- 
ating in some areas be duplicated in additional areas; now, 
therefore be it 

Resolved, That the Board of Trustees of the American Medi- 
cal Association urge those states where the Veterans’ Home- 
Town Medical Care Program has been unsuccessful to restudy 
this entire plan and to consider reviving this program; and be 
it further 

Resolved, That the A. M. A. Board of Trustees make avail- 
able to those states all actuarial information, administrative data 
and technical advice obtained from states where this plan is 
functioning satisfactorily. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read the fol- 
lowing report, which was adopted: 

Resolution No. 24 on Veterans’ Home Town Care Program.— 
At the hearings your reference committee was advised that 
this subject and the objectives of the resolution are already 
under study and are being carried out by the Committee on 
Federal Medical Services of the Council on Medical Service. 
For this reason your committee does not believe it will be 
necessary to take further action on this resolution until a 
report is received from the Council. 


No. 25. Resolutions on Congressional Appropriation for 
National Medical Library 


The following resolutions were introduced by Dr. James E. 
Feldmayer on behalf of the California delegation and were 
referred to the Reference Committee on Legislation and Public 
Relations: 

Wuereas, The members of the California Medical Associa- 
tion are gratified with current legislation authorizing construc- 
tion of a building to house the National Library of Medicine, 
ote known as Surgeon General’s or Armed Forces Library; 
anc 

Wuereas, The archives of this library, which comprise the 
largest collection in the world, a good portion of which cannot 
be replaced, are now housed under conditions which endanger 
their preservation; and 
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Wuenreas, These archives constitute a vital asset and re- 
source for the maintenance of the public health; and 

Wuereas, Funds for the construction of the National Library 
of Medicine have not been appropriated; and 

Wuereas, The California Medical Association, through its 
House of Delegates, has gone on record requesting that such 
an appropriation be made by the Congress of the United 
States; now, therefore be it 

Resolved, That the American Medical Association be re- 
quested to support this action and that all members of the 
American Medical Association and its component societies be 
requested to inform their individual congressmen of their sup- 
port of this program; and be it further 

Resolved, That this resolution be communicated to the spon- 
sors of this legislation and to our senatorial and congressional 
representatives. 


REPORT OF REFFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chariman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 25 on Congressional Appropriation for Na- 
tional Medical Library.—Your committee recommends that this 
resolution be not adopted. In its place it is recommended that 
the American Medical Association urge the easly construction 
of adequate quarters to house the National Medical Library. 


No. 26. Resolution on Tax Deductions for Medical Care 


Dr. James E. Feldmayer for the California delegation intro- 
duced the following resolution, which was referred to the 
Reference Committee on Legislation and Public Relations: 

Wuereas, Ever-increasing federal and state taxes are be- 
coming more burdensome to the average citizen; and 

Wuereas, The taxpayers’ expense in the maintenance of 
good health is given only partial recognition by taxing authori- 
ties as a deduction; and 

Wuereas, Those expenses incurred in the maintenance of 
health should be entirely deductible from the taxpayers’ gross 
income as a necessary and required expense; now, therefore 
be it 

Resolved, That the House of Delegates of the American 
Medical Association urge the Legislative Committee of the 
Association to take such steps to initiate or to have introduced 
into the Congress of the United States legislation which would 
have as its object the allowing of all items incurred in the 
maintenance of health such as, but not limited to, hospital, 
laboratory, medical and dental expenses as a deduction in 
the computation of gross income for federal tax purposes. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the fol- 
lowing report, which was adopted: 

Resolution No. 26 on Tax Deductions for Medical Care.— 
Your committee recommends that this resolution be not adopted, 
and urges that a study of medical-care tax deductions be made 
by the appropriate council, committee or department of the 
American Medical Association. 


No. 27. Resolution on Confidential Nature of Hospital 
Staff Minutes 


The following resolution was introduced by Dr. James E. 
Feldmayer on behalf of the California delegation and was 
referred to the Reference Committee on Medical Education 
and Hospitals: 

Wuereas, Questions have been raised in various parts of 
California concerning whether or not the directors of district 
hospitals legally possess or should possess the right to review 
the minutes of medical staff meetings and the activities of 
medical staff committees; and 

Wuereas, Such district hospitals differ from private hos- 
pitals in that they are financed by public funds but do not 
differ from other hospitals in regard to the underlying prin- 
ciples governing hospital staffs; and 
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Wuereas, The California Medical Association has gone on 
record that its official policy is opposed to any proposal which 
would compromise the privileged nature and inviolability of 
medical staff minutes and medical staff committee activities 
in hospitals of any kind and has offered its moral and other 
assistance to local medical hospital staffs and county medical 
societies when confronted with threats of this nature; there- 
fore be it 

Resolved, That the American Medical Association adopt a 
similar policy in regard to the confidential nature of medical 
staff minutes and medical staff committee activities and so 
advise the American Hospital Association and the Joint Com- 
mission on Accreditation of Hospitals. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, read the fol- 
lowing report, which was adopted: 

Resolution No. 27 on Confidential Nature of Hospital Staff 
Minutes.—Your reference committee recommends that this reso- 
lution be referred to the Law Department for an opinion. 


No. 28. Resolutions on Hospital Accreditation 


Dr. James E, Feldmayer for the California delegation intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Medical Education and Hospitals: 

Wuereas, Periodic examination of hospital facilities through- 
out the United States of America for the protection of the 
public health have been proven to be a force for good by the 
American College of Surgeons, and more recently by the Joint 
Commission on Accreditation of Hospitals; and 

Wuenreas, The public has demonstrated its interest in ob- 
taining such accreditation for its various local hospitals to 
provide the best of medical facilities for the sick; and 

Wuereas, The public through its hospital governing boards 
considers accreditation also a mark of distinction to be sought; 
and 

Wuereas, Certain health insurance companies have declared 
that their policies are in force only if their subscribers are 
treated in accredited hospitals; and 

Wueneas, It is evident that the Joint Commission on Accredi- 
tation of Hospitals cannot thoroughly examine all of the hos- 
pitals which seek accreditation; therefore be it 

Resolved, That the American Medical Association encourage 
a meeting of the Joint Commission on Accreditation of Hos- 
pitals and the Executive Committee of the Advisory Board for 
Medical Specialties in order to accurately appraise each hos- 
pital as to physical facilities and medical staff performance 
to the effect: 

1. that examing teams be drawn from one or more of these 
boards, from all over the country; 

2. that hospital examinations include not only present exam- 
ining methods but that examiners also spend at least a half 
day in hospital surgeries, spend some time in the obstetrical 
suite and newborn nursery, spend a half day in the hospital 
laboratories and attend at least one each of the organized staff 
conferences and the general staff meeting; 

3. that no remuneration will be supplied for these examining 
teams by the Joint Commission on Accreditation of Hospitals; 
and be it further 

Resolved, That the American Medical Association remind 
the entire profession that it must meet at once the responsi- 
bilities of hospital standards or surrender them first to hos- 
pital administrators and thence to other lay organizations who 
probably will attempt to define the hospital activity of the 
medical profession by state or national legislative action. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, read the fol- 
lowing report, which was adopted: 

Resolution No. 28 on Hospital Accreditation.—This resolu- 
tion provides for a very extensive examination of each hospital 
by teams of examiners to be drawn from one or more of the 
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special boards from all over the country. In the opinion of 
your reference committee, such examination and certification 
would be expensive and wholly impractical to carry out. Your 
reference committee therefore recommends the disapproval of 
this resolution. 


No. 29. Resolution on Compulsory Hospital Staff Attendance 


The following resolution was introduced by Dr. James F. 
Feldmayer on behalf of the California delegation and was 
referred to the Reference Committee on Medical Education 
and Hospitals: 

Wuereas, The objections to the requirements of the Joint 
Commission on Accreditation of Hospitals were completely 
documented and detailed in 17 conclusions in the Stover 
Committee report to the House of Delegates of the A. M. A. 
in June, 1956, with the complete approval and support of the 
A. M. A.; and 

Wuereas, The Joint Commission on Accreditation of Hos- 
pitals saw fit not to accept the recommendations as detailed 
in the Stover Report, referring particularly to recommendation 
6, which reads: “Staff meetings required by the Joint Com- 
mission are acceptable, but attendance requirements should 
be set up locally and not by the Commission”; and 

Wuereas, The Joint Commission on Accreditation of Hos- 
pitals has already moved in the right direction in this regard 
but has not provided for local autonomy in the setting of hos- 
pital staff meeting requirements for attendance; therefore be it 

Resolved, That the American Medical Association formally 
request the Joint Commission on Accreditation of Hospitals to 
revise its standards regarding active staff attendance require- 
ments to conform with the previous recommendations of the 
Stover Committee report. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, read the fol- 
lowing report, which was adopted: 

Resolution No. 29 on Compulsory Hospital Staff Attendance. 
—This resolution requests the Joint Commission on the Accred- 
itation of Hospitals to revise its standards regarding active 
staff attendance requirements to conform with the Stover 
Report. The Bulletin of the Joint Commission on the Accredita- 
tion of Hospitals, March 1957, contains a new statement which 
reads as follows: 

“Active staff attendance shall average at each meeting at 
least 50 per cent of the active staff who are not excused by 
the Executive Committee for just cause. Each active staff mem- 
ber shall attend 50 per cent of staff meetings unless excused 
by the Executive Committee for just cause.” 

There was some concern on the part of the introducer of 
this resolution as to what constitutes “just cause.” The Joint 
Commission on the Accreditation of Hospitals assured the 
reference committee that unless these excuses were overutilized 
determination be left to the executive committee of the hos- 
pital. Your reference committee therefore recommends that 
this resolution be disapproved. 


No. 30. Resolution on Council on Medical Education 
and Hospitals 


Dr. James E. Feldmayer for the California delegation intro- 
duced the following resolution, which was referred to the 
Reference Committee on Medical Education and Hospitals: 


Wuereas, Certain hospitals have expressed dissatisfaction 
with the system of inspection of residency training programs 
leading to approval or disapproval of such programs and 
delay in securing inspection and receiving information relative 
to decisions concerning such programs; and 


Wuereas, Representatives of the Council on Medical Edu- 
cation and Hospitals participate in residency approval activi- 
ties as members of residency review committees in most 
specialties and cooperate with the certifying boards in those 
specialties not having residency review committees; therefore 
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Resolved, That the representatives of the Council on ap- 
oval agencies endeavor to secure: 

|. Prompt inspection of programs in hospitals requesting 
inspection; 

2. Inspection by qualified specialists in the field of the pro- 
gram involved, especially in the four major fields of medicine, 
surgery, obstetrics and pediatrics; 

3. Consideration of a plan to set up regional districts for 
the purpose of obtaining inspections by individuals in the areas 
but not in the same communities; 

4. Publication of specific and detailed requirements for ap- 
proval of training programs in individual specialties in uni- 
versity, private or public hospitals; 

5. Publication of methods and rules governing the affiliation 
of nonuniversity hospitals with each other or with university 
hospitals when nonuniversity hospitals cannot fulfill the re- 
quirements for residency training programs as single institu- 
tions; 

6. Encourage university hospitals to cooperate with private 
hospitals in the expansion of the affiliation training programs; 

7. Postponement of withdrawal of approval of training pro- 
grams, except in aggravated instances, providing opportunity 
for correction of deficiencies thereby avoiding the harmful 
effect upon the program and the hospital incurred by abrupt 
withdrawal; 

8. Adoption of a policy to continue approval of training 
programs which have maintained their teaching personnel and 
facilities even if the residencies have not been filled for a 
specified period of time. 


pr 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, submitted the 
following report, which was adopted: 

Resolution No. 30 on Council on Medical Education and 
Hospitals.—This resolution contains eight suggestions to rep- 
resentatives of the Council on Medical Education and Hos- 
pitals concerning inspection and approval of residency train- 
ing programs. Your reference committee was informed by 
representatives of the Council on Medical Education and Hos- 
pitals that the intent of these resolutions has already been 
instituted. Your reference committee, therefore, recommends 
that this resolution be referred to the Council on Medical 
Education and Hospitals for its information. 


No. 31. Resolution on United Mine Workers of America 
Welfare and Retirement Fund 


The following resolution was introduced by Dr. Elmer G. 
Shelley on behalf of the Medical Society of the State of Penn- 
sylvania and was referred to the Reference Committee on 
Miscellaneous Business: 


Wuereas, There has been evident inability of local hospital 
staffs and county and state medical societies to resolve suc- 
cessfully their differences with the Administrators of the United 
Mine Workers of America Welfare and Retirement Fund; and 


Wuereas, The administrators of the Fund sponsor a pro- 
gram which represents a trend toward socialization of medicine 
through industry as outlined in their charter as follows: “No 
payment can be authorized in behalf of a beneficiary to any 
physician or hospital not on the participating list of the Fund’s 
Medical Service, and the professional decision as to physicians 
and hospitals to be so included in the lists rests solely and 
finally with the Medical, Health and Hospital Service of the 


Fund”*. and 

Wuereas, Experience has shown that the paramount in- 
terests of the patient are best protected by free choice of 
physician and by the incentive created through free competi- 
tion among physicians; therefore be it 

Resolved, That the Administrators of the Fund who are 
members of the American Medical Association be advised: 


“Report of the UMWA Welfare and Retirement Fund for 
Period ending June 30, 1956, page 36. 
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1. To cease interference with the free choice of physicians 
and _ hospitals. 

2. That the qualifications of physicians to be on the hos- 
pital staff can be determined solely by hospital staffs and their 
respective boards of directors. 

3. That membership on hospital staffs is determined solely 
by the local hospital staff and board of directors. 

4. That the Fund desist from the present practice of at- 
tempting to force acceptance of physicians of their choosing 
on hospital staffs by threat of “blacklisting.” 


Note: The report of the Reference Committee on Miscel- 
laneous Business concerning Resolution No. 31 will be found 
following Resolution No. 3. 


No. 32. Resolutions on Board of Ophthalmic Surgery 


Dr. J. Wallace Hurff for the Medical Society of New Jersey 
introduced the following resolutions, which were referred to 
the Reference Committee on Miscellaneous Business: 

Wuereas, We have been appraised of the change contem- 
plated by the American Board of Ophthalmology to establish 
a Board of Ophthalmic Surgery; and 

Wuereas, It is the fundamental responsibility of the Amer- 
ican Board of Ophthalmology in certifying candidates to guar- 
antee to the public that the certified ophthalmologist is qualified 
in all phases of ophthalmology and is competent to assume 
his responsibilities in that branch of medicine in his commu- 
nity; and 

Wuereas, It is the intent of the American Board of Oph- 
thalmology to establish a certification in ophthalmic surgery; 
therefore be it 

Resolved, That it is our considered judgment that surgical 
certification apart from certification in ophthalmology has not 
been demonstrated to be in the interest of the public or the 
profession; and be it further 

Resolved, That no new Board of Ophthalmic Surgery within 
the American Board of Ophthalmology be established; and 
be it further 

Resolved, That this resolution be presented to the American 
Medical Association for appropriate action. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented the 
following report, which was adopted: 

Resolution No. 32 on Board of Ophthalmic Surgery.—Your 
reference committee recommends approval of the first “Re- 
solved”; however, it feels that the second and third resolves 
should be amended to read as follows: 

Resolved, That in the opinion of this House of Delegates no 
Board of Ophthalmic Surgery is necessary; and be it further 

Resolved, That this sentiment be transmitted by the Amer- 
ican Medical Association to the American Board of Ophthal- 
mology. 


No. 33. Resolution on Free Choice of Physician 


The following resolution was introduced by Dr. John F. 
Lucas on behalf of the Mississippi State Medical Association 
and was referred to the Reference Committee on Miscellaneous 
Business: 

Wuereas, There have been developed systems of medical 
care in this nation which deny patients the traditional right 
of free choice of physician; and 

Wuereas, The definition of the free choice of physician in 
the Principles of Medical Ethics of the American Medical 
Association recognizes the validity of interest of a third party 
interjected between the patient and his choice of physician 
only when that third party assumes legal and financial respon- 
sibility for occupational disease or injury; and 

Wuenreas, This House of Delegates reiterated its adherence 
to this free choice principle as a fundamental right of Amer- 
ican citizens which contributes to the betterment of medical 
care by unanimously adopting Resolution No. 24 at the June, 
1956, Chicago Session, thereby directing the Councils on 
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Medical Service and Industrial Health to revise their published 
“Guiding Principles for Evaluating Management and Union 
Health Centers” to conform to the free choice principle; there- 
fore be it ; 

Resolved, That the principle of free choice of physician is 
reaffirmed as set out in Section 4, Chapter VII, Principles of 
Medical Ethics of the American Medical Association, as being 
essential to the welfare of the patient and that members of 
the Association are cautioned that voluntary participation in 
plans or systems of medical care denying the patient free choice 
of physicians other than statutorily established systems not 
disapproved by the Association is inconsistent with the Prin- 
ciples of Medical Ethics. 


Note: The report of the Reference Committee on Miscel- 
laneous Business concerning Resolution No. 33 will be found 
following Resolution No. 3. 


No. 34. Resolutions on Commendation of Committee on Blood 


Dr. Raymond T. Holden for the Medical Society of the Dis- 
trict of Columbia introduced the following resolutions, which 
were referred to the Reference Committee on Miscellaneous 
Business: 

Wuereas, The American Medical Association and especially 
its Committee on Blood, has been instrumental in the develop- 
ment of a national blood program which would command gen- 
eral endorsement and support, and which would incorporate 
the sound principles enunciated by the House of Delegates; and 

Wuereas, Such a program known as the Joint Blood Coun- 
cil, Inc., for coordinating all civilian aspects of blood trans- 
fusion services and supplies has been developed in cooperation 
with the American Association of Blood Banks, American Hos- 
pital Association, American Society of Clinical Pathologists, and 
the American National Red Cross; and 

Wuereas, The Joint Blood Council has been supported 
financially and by direct representation on its board of direc- 
tors by the American Medical Association from its beginning 
in 1955; and 

Wuereas, The Joint Blood Council has adopted in its ar- 
ticles of incorporation objectives which are supported by this 
House of Delegates; therefore be it 

Resolved, That the American Medical Association commend 
its Committee on Blood for ably and efficiently negotiating 
and assisting in the formation and early establishment of the 
Joint Blood Council; and be it further 

Resolved, That the A. M. A. continue its encouragement and 
support of the Joint Blood Council in carrying out its stated 
objectives. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented the 
following report, which was adopted: 

Resolution No. 34 on Commendation of Committee on Blood. 
—Your committee, following a study of this resolution, recom- 
mends that it be approved. 


No. 35. Resolution on Medical Care for Nonmilitary Personnel 
Employed by Federal Government 


The following resolution was introduced by Dr. H. Linton 
January on behalf of the New Mexico Medical Society and was 
referred to the Reference Committee on Legislation and Public 
Relations: 

Wuereas, The President of the United States signed a bill, 
Public Law 569, last year which provides medical care for de- 
pendents of military personnel by civilian physicians and hos- 
pitals; and 

Wuereas, This legislative enactment has received the en- 
dorsement of the majority of state medical societies through 
contractual arrangements with the United States Army; and 

Wuereas, The cooperation between the several states who 
have negotiated contracts with the Army and those charged 
with the responsibility of administering the Dependents’ Medi- 
cal Care Program has been more amicable to date; and 
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Wuereas, It is the desire of American medicine to assist thy 
military personnel and their families under this worthy prograp 
however, it is not the wish or desire of the American Medic, 
Association to see this program expanded to cover groups wh 
are not considered military personnel; therefore be it 

Resolved, That the House of Delegates of the American Med). 
cal Association strongly protest any move by the Congress of thy 
United States that would expand the present Jaw in any manne 
to the coverage of nonmilitary personnel employed by the fed. 
eral government. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow. 
ing report, which was adopted: 

Resolution No. 35 on Medical Care for Nonmilitary Personnd 
Employed by Federal Government.—Due to the fact that you 
committee does not thoroughly understand the intent of thi 
resolution and since the sponsor of the resolution did not appea 
before the committee to testify, your committee recommend: 
that no action be taken at this time. 


No. 36. Resolution on Concomitant Medical Care 


The following resolution was introduced by Dr. W. C. Borne. 
meier on behalf of the Illinois State Medical Society and wa 
referred to the Reference Committee on Insurance and Medical 
Service: 

Wuereas, Payment by an insurance company for essential 
nonsurgical care rendered to a patient undergoing a seriou 
surgical procedure is just as logical as is the payment for the 
surgical care; and 

Wuereas, Providing payment for this necessary service 
should be relatively inexpensive and would help to solve some 
of the difficulties that now arise in payment for service when 
two or more physicians render care simultaneously for the same 
illness; therefore be it 

Resolved, That the problem of payment for concomitant medi- 
cal care in certain serious surgical procedures be directed to the 
attention of the American Medical Association with the sugges 
tion that a study of the problem be undertaken by the Council 
on Medical Service in the hope that a satisfactory course of ac- 
tion may be recommended to the House of Delegates to bring 
about a proper solution. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read the follow- 
ing report, which was adopted: 

Resolution No. 36 on Concomitant Medical Care.—Your refer- 
ence committee recommends approval of the intent of this reso- 
lution and urges that a study of the problem be undertaken by 
the Council on Medical Service. 


No. 37. Resolutions on Proposal for Study Committee on 
Shortage in Certain Specialties 


Dr. Thurman B. Givan for the New York delegation intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Medical Education and Hospitals: 

Wuenreas, There appears to be a growing shortage in the 
specialties of pathology, radiology, anesthesiology, and phys 
atry; and 

Wuereas, This shortage is apparently due to an insufficient 
number of men taking residencies in these specialties; therefore 
be it 

Resolved, That the House of Delegates of the American Medi- 
cal Association express its concern over this situation; and be it 
further 

Resolved, That the Board of Trustees is hereby requested t0 
have the above allegations investigated and, if true, to recom 
mend remedies. 
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REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, read the follow- 
ing report, Which was adopted: 

Resolution No. 37 on Proposal for Study Committee on 
Shortage in Certain Specialties.—The institutors of this resolu- 
tion did not appear before your reference committee to justify 
the statements made in this resolution. Your reference commit- 
tee, therefore, is in no position to pass judgment on the merits 
of this resolution. Your reference committee recommends that 
this resolution be referred to the Board of Trustees for disposi- 
tion. 


No. 38. Resolution on Amendment to Federal Employees’ 
Compensation Act 


Dr. Peter Murray for the New York delegation introduced the 
following resolution, which was referred to the Reference Com- 
mittee on Legislation and Public Relations: 

Wuereas, The Federal Employees’ Compensation Act, as 
amended, provides that medical care shall be furnished by or 
upon the order of the United States medical officers and hos- 
pitals, but where this is not practicable, it shall be furnished 
by or upon the order of private physicians and hospitals desig- 
nated or approved by the administrator of the act; and 

Wuereas, This limitation imposed upon federal employees 


= may lead to abuses, inadequate medical services, and improper 


care and attention for injured federal employees; and 

Wuereas, The executive and legislative branches of the 
United States government have been opposed to the imposition 
of limitations upon the free and open selection of physicians 
and to any encroachments upon our traditional free enterprise 


S system; therefore be it 


Resolved, That the legislative branch of our federal govern- 
ment be petitioned to amend the Federal Employees’ Compen- 
sation Act, as amended, to provide for the free and open selec- 
tion of physicians by federal employees who come within the 
purview of the Federal Compensation Act, as amended. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 38 on Amendment to Federal Employees’ 
Compensation Act.—This resolution urges that the legislative 
branch of our federal government be petitioned to amend the 
Federal Employees’ Compensation Act, as amended, to provide 
for the free and open selection of physicians by federal em- 
ployees who come within the purview of the Federal Compen- 
sation Act, as amended, In view of the fact that the principle 
has been established on previous occasions by the House of 
Delegates, your committee recommends the adoption of this 
resolution. 


No. 39. Resolutions on Social Security Benefits 


Dr. Christopher Wood for the New York delegation intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Legislation and Public Relations: 
Wuereas, 70 million Americans are currently eligible for re- 
tirement and survivors benefits under the Federal Social Security 
system; and 

Wuereas, Congress amended the Social Security Act in 1954 
and 1956 bringing self-employed professionals, such as dentists, 
lawyers, pharmacists, social workers, engineers, and others, the 
benefits of Old-Age and Survivor's Insurance; and 

Wuereas, Doctors of medicine are now the sole self-employed 
professional group excluded; and 

Wuereas, Because of this unfair exclusion physicians must 
pay $7,000 to $25,000 more for retirement and life insurance 
than other citizens; and 

Whereas, There is no logical or professional reason why 
Practicing physicians should be denied benefits available to 
millions of other Americans; and 
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Wutreas, Congress has passed bills whereby no voluntary 
coverage will be granted physicians; therefore be it 

Resolved, That the American Medical Association rescinds its 
opposition to compulsory social security for doctors of medicine; 
and be it further 

Resolved, That we urge the Congress of the United States of 
America to extend the benefits of social security to self-em- 
ployed doctors of medicine; and be it further 

Resolved, That the President of the United States of America. 
the presiding officer of the Senate, the Speaker of the House of 
Representatives, and members of appropriate congressional com- 
mittees be sent copies of this resolution. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolutions No. 39 and 46 on Compulsory Social Security 
Coverage for Physicians.—Your committee heard a number of 
persons relative to these resolutions, and makes the following 
recommendations : 

That the House of Delegates reaffirm its long-standing 
opposition to the compulsory coverage of physicians under the 
Old-Age and Survivors Insurance provisions of the Social 
Security Act. It recommends a strongly stepped-up informa- 
tional program of education which will reach every member of 
the Association, explaining the reasons underlying the position 
of the House of Delegates on this issue. 

Physicians and medical societies have for many years led the 
fight against federal encroachments in their personal and private 
affairs. The pattern of social insurance schemes in other coun- 
tries growing from retirement payments to survivorship pay- 
ments to permanent and total disability payments to temporary 
cash sickness benefits and, finally, to national compulsory health 
insurance, is all too clear, It is equally clear that greater federal 
control and the placing of responsibility for an increasingly 
greater percentage of our people in the hands of the govern- 
ment will result in loss of freedoms impossible to reclaim. For 
these reasons, and because of the actuarial instability of the 
Old-Age and Survivors Insurance program, your reference com- 
mittee recommends that these resolutions be not adopted. 

The Association’s position favoring the Jenkins-Keogh bills is 
a more logical approach, as it encourages thrift and discourages 
inflation and dependence upon the federal government. 


No. 40. Resolution on Participation of Physicians in Pension 
Plan for Self-Employed 


The following resolution was introduced by Dr. Edward P. 
Flood on behalf of the New York delegation and was referred 
to the Reference Committee on Legislation and Public Rela- 
tidns: 

Wuereas, It is desirable for physicians to receive tax-free 
pension rights; and 

Wuereas, Participation in such plans (Jenkins-Keogh bill) 
would not negate our participation in the Federal Social Secur- 
ity program; and 

Wuereas, Such participation would permit a self-employed 
physician to put part of his earnings before taxes into a retire- 
ment fund; therefore be it 

Resolved, That the American Medical Association approves 
participation of its members in such a pension plan for the self- 
employed. 


Nore: The report of the Reference Committee on Legislation 
and Public Relations on Resolution No, 40 will be found follow- 
ing Resolution No. 23. 


No. 41. Resolution on Uniform System for Identification of 
Solutions Used in Hospitals 


The following resolution was introduced by Dr. Carlton E. 
Wertz on behalf of the New York delegation and was referred 
to the Reference Committee on Hygiene, Public Health and 
Industrial Health: 
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Wuereas, There are many solutions used in hospitals for a 
variety of purposes, i. e., topical anesthetics, antiseptics for 
skin applications, cleaning solutions, acids, alkalis, alcohol, and 
others; and 

Wuereas, Without some distinguishing sign such as coloring, 
it is possible that a solution may be used for an improper 
purpose; and 

Wuereas, In the past, use of wrong solutions for hypodermic 
injection has had harmful effects; and 

Wuereas, Any system of identification of solutions would be 
more useful if uniform in all hospitals, rather than varying from 
one institution to another; and 

Whereas, Many hospitals make up solutions from powders; 
therefore be it 

Resolved, That the American Medical Association go on rec- 
ord as favoring a uniform system for identification of solutions 
in hospitals, preferably on a color basis. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. John N. Gallivan, Chairman, Connecticut, submitted the 
following report, which was adopted: 

Resolution No. 41 on Uniform System for Identification of 
Solutions Used in Hospitals.—Your reference committee agrees 
with the opinion of several of those who appeared before the 
committee that a uniform system for the identification of solu- 
tions used in hospitals is desirable, but that the development of 
a practical system based on colors poses many difficulties. 
Among these difficulties are such things as color blindness, light- 
protective colored bottles, multiplicity of chemicals involved, 
and also certain governmental regulations. 

Your committee therefore offers the following substitute 
resolution: 

Resolved, That the Board of Trustees direct the Council on 
Drugs to investigate the feasibility of developing a uniform 
system for identification of solutions used in hospitals. 


No. 42. Resolutions to Alleviate Shortage of Interns 


Dr. A. H. Aaron for the New York delegation introduced the 
following resolutions, which were referred to the Reference 
Committee on Medical Education and Hospitals: 

Wuenreas, The existing shortage of interns in many states 
and territories could be alleviated by increasing most intern 
services to a duration of two years; and 

Wuereas, There is a shortage of general practitioners in 
many parts of our country; and 

Wuereas, A two-year rotating internship is believed by 
many to be the best training for general practice, or for spe- 
cialty residency; and 

WHEREAS, A proper patient-intern ratio and a proper patient- 
resident ratio is ignored in certain hospitals; therefore be it 

Resolved, That as many as possible two-year internships 
should be established throughout the country; and be it further 

Resolved, That the other national specialty qualifying boards 
be urged to accept a second year of internship in lieu of one of 
the years of residency training, as exemplified by the American 
Board of Internal Medicine; and be it further 

Resolved, That the Board of Trustees of the American Medi- 
cal Association is hereby requested to attempt to implement 
these aforesaid resolutions. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, read the fol- 
lowing report, which was adopted: 

Resolution No. 42 to Alleviate Shortage of Interns.—This 
resolution raises many debatable issues, the implementation of 
which, even if desirable, involves many complicating factors. 
Since the Council on Medical Education and Hospitals has the 
internship under constant scrutiny, your reference committee 
sees no reason for approving this resolution and, therefore, 
recommends its disapproval. 


J.A.M.A., July 13, 195; 


No. 43. Resolution on Use of Stimulants, Such as Amphetamine 
in Sports 


Dr. M. J. Dattelbaum for the New York delegation intr. 
duced the following resolutions, which were referred to thy 
Reference Committee on Hygiene, Public Health, and Industria) 
Health: 


Wuereas, There is reason to believe that stimulants, such q 
amphetamine and its derivatives, are widely used to improve 
the performance of athletes; and 

Wuereas, These powerful drugs are used by either the 
players themselves or their coaches; and 

Wuereas, These stimulants are far from harmless; therefore 
be it 

Resolved, That the indiscriminate administration of these 
stimulants or their use under the direction of nonmedical per. 
sons be condemned as dangerous to our youth; and be it 
further 

Resolved, That this resolution be referred to the Board of 
Trustees of the American Medical Association with the hop 
that they will bring to bear efforts by the Legal Department 
and the Public Relations Department in implementing the 
spirit of this resolution. 


REPORT OF REFERENCE COMMITTEE ON HYGIENE, 
PUBLIC HEALTH, AND INDUSTRIAL HEALTH 


Dr. John N. Gallivan, Chairman, Connecticut, submitted the 
following report, which was adopted: 

Resolution No. 43 on Use of Stimulants, Such as Ampheto- 
mine, in Sports.—Your reference committee received testimony 
painting a shocking picture of widespread and indiscriminate 
use of stimulants, such as amphetamine, to improve the per- 
formance of athletes in competition. It was said that this vicious 
practice extends to children in our schools. 

While amphetamine and similar stimulants have a_ rightful 
place in the practice of medicine, the use of these substances on 
a basis other than on medical prescription for individual thera- 
peutic needs is strongly to be condemned. 

Realizing that the indiscriminate use of such substances is 
far from harmless in that it may result in effort completely out 
of proportion to the physical ability of some athletes, may pro- 
duce temporary personality changes productive of antisocial 
behavior, and may produce serious and lasting changes in 
physical and mental well-being, your committee feels strongly 
that the general statements made before the committee must be 
investigated to determine whether or not they have a basis in 
fact. 

Your committee is aware of the fact that the A. M. A. 
Council on Drugs has repeatedly taken a stand against the use 
of these substances in normal individuals. It is also aware of 
the resolution passed by the American Medical Association and 
National Education Association Joint Committee on Health 
Problems in Education in 1955 disapproving of the administra- 
tion of drugs to stimulate athletes to greater activity. 

However, if the problem is as widespread as suggested to 
your committee, more forceful measures are certainly indicated. 

Your committee therefore offers the following substitute 
resolution: 

Resolved, That the indiscriminate administration of stimv- 
lants such as amphetamine and its derivatives be condemned as 
dangerous; and be it further 

Resolved, That the Board of Trustees investigate the fre- 
quency of the indiscriminate use of these agents, particularly in 
relation to athletic programs, and take appropriate action 
through available channels to prevent such abuse. 


No. 44. Resolutions on Recommended Change in Principles of 
Medical Ethics of American Medical Association 


The following resolutions were introduced by Dr. Ezra A. 
Wolff on behalf of the New York delegation and were referred 
to the Reference Committee on Amendments to Constitution 
and Bylaws: 
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Wuereas, The existing and the proposed Principles of Medi- 
cal Ethics of the American Medical Association are stated in 
more general terms than the Principles of Professional Conduct 
(or Ethics) of component state medical societies and associa- 
tions; and 

Wuereas, Differences in local custom and practice make it 
necessary for the Principles of Professional Conduct (or Ethics ) 
of the component state societies and associations to be more 
specifically defined than the Principles of Medical Ethics of 
the American Medical Association; therefore be it 

Resolved, That in those states which have their own Princi- 
ples of Professional Conduct (or Ethics) these Principles shall 
he binding upon all of the members of the state society or 
association providing they are not inconsistent or in conflict 
with the constitution and bylaws of the American Medical 
Association; and be it further 

Resolved, That the enforcement of the component state 
association’s or society’s Principles of Professional Conduct (or 
Ethics) is a function of the state medical society or association, 
as the case may be. 


REPORT OF REFERENCE COMMITTEE ON 
AMENDMENTS TO THE CONSTITUTION AND BYLAWS 


Dr. Clifford C. Sherburne, Chairman, Ohio, presented the 
following report, which was adopted: 

Resolution No. 44 on Recommended Change in Principles of 
Medical Ethics of American Medical Association.—This resolu- 
tion, introduced by the New York delegation, pertains to local 
enforcement of the Principles of Medical Ethics. In view of the 
fact that this resolution does not seem to be in conflict with 
any provision now existing in the Constitution and Bylaws or 
the Principles of Medical Ethics, your reference committee 
recommends the approval of this resolution. 


No. 45. Resolutions on Veterans Administration Treatment of 
Workmen’s Compensation Cases 


Dr. F. W. Holcomb for the New York delegation introduced 
the following resolutions, which were referred to the Reference 
Committee on Legislation and Public Relations: 

Wuereas, The U. S. Veterans Administration has on several 
occasions accepted, for treatment of non-service-connected 
disabilities, injured workmen for whose expenses insurance has 
been provided by the workman’s employer; and 

Wuereas, Such veteran workman is allowed to sign Form 
10 P 10, certifying his inability to pay for medical care, which 
signing, under the circumstances, is incorrect; therefore be it 

Resolved, That the U. S. Veterans Administration be exhorted 
to inquire of all veteran workmen with non-service-connected 
disabilities whether their expenses are covered by insurance; 
and be it further 

Resolved, That, if an injured veteran workman has insurance 
to cover costs of treatment, he be refused treatment in a Vet- 
erans Administration facility except in such an emergency that 
no non-governmental immediate treatment is available; and be 
it further 

Resolved, That copies of this resolution be sent to the mem- 
bers of appropriate congressional committees as well as to the 
proper officers in the Veterans Administration. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 45 on Veterans Administration Treatment of 
Workmen’s Compensation Cases.—Due to the fact that the 
subject matter of this resolution had been considered by the 
Reference Committee on Insurance and Medical Service, your 


committee recommends that no action be taken on this resolu- 
tion, 
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No. 46. Resolution on Compulsory Social Security Coverage for 
Physicians 


The following resolution was introduced by Dr. John N. 
Gallivan on behalf of the Connecticut delegation and was re- 
ferred to the Reference Committee on Legislation and Public 
Relations: 


Wuereas, The Connecticut State Medical Society conducted 
a referendum among its 3,100 members during March and 
April of 1957 asking for a statement of opinion relative to the 
compulsory inclusion of doctors of medicine under Old-Age and 
Survivors Insurance in the Social Security Law; and 

Wuenreas, 61% of the members of the society voted in this 
referendum and 73% of them were in favor of compulsory 
inclusion of doctors of medicine under the Social Security Law 
(which was 45° of the total ballots distributed); and 


Wuereas, The House of Delegates of the Connecticut State 
Medical Society at its 165th annual mecting on April 30, 1957, 
directed the delegates from the society to the American Medical 
Association to present and support at the next meeting of the 
House of Delegates of the American Medical Association in 
New York City, June, 1957, a resolution sponsored by the 
Connecticut State Medical Society, favoring social security 
coverage for all physicians; now therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association assembled at its Annual Meeting in June, 
1957, place itself on record as being in favor of compulsory 
inclusion of doctors of medicine under the Federal Social 
Security Law. 


Note: The report of the Reference Committee on Legislation 
and Public Relations on Resolution No. 46 will be found 
following Resolution No. 39. 


No. 47. Resolution on Television and Radio Programs 
Expounding Cause of Patent Medicine Firms 


The following resolution was introduced by Dr. Willard A. 
Wright on behalf of the North Dakota State Medical Associa- 
tion and was referred to the Reference Committee on Hygiene, 
Public Health, and Industrial Health: 

Wuereas, The television and radio are repeatedly expound- 
ing the cause of patent medicine firms and their products over 
the television and radio stations, and recommending these 
respective drugs to the public as cure-alls, thereby creating 
false claims and hopes for the general public; and 

Wuenreas, These misrepresentations cause irreparable harm 
to the general population in their misguided usage of such 
drugs recommended; and 

Wuereas, Each individual is unto himself a distinct and 
separate problem, subject to susceptibilities and idiosyncrasies, 
often-time making these drugs contraindicated; therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association give this matter serious consideration. 


Note: The report of the Reference Committee on Hygiene, 
Public Health, and Industrial Health on Resolution No, 47 will 
be found following Resolution No. 16. 


Resolution No. 48 


Resolution No. 48 was withdrawn without introduction at 
the request of Dr. Philip H. Jones for the Louisiana delegation. 


No. 49. Resolutions on Doctor Draft Law 


Dr. James E. Feldmayer for the California delegation intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Legislation and Public Relations: 


Wuereas, Congress enacted the Doctor Draft Law in 1950 
with the specific intent to induct involuntarily into the armed 
forces physicians, dentists and “allied specialists” to fulfill the 
urgent need of such personnel during mobilization for the 
Korean war, and subsequently extended the law until June 30, 
1957, well beyond the duration of that emergency; and 
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Wuereas, The Doctor Draft Law is selective, discriminatory 
legislation, imposing more liability for compulsory military 
service on one class of citizens than on other classes, contrary 
to basic principles of democratic representative government, a 
dangerous precedent justifiable only in the national interest 
during a crisis; and 

Wuereas, The professions affected not only have accepted 
with good grace the inequitable class legislation to which the 
Doctor Draft Law subjects them, but have also participated 
actively in its administration, as a temporary measure to assure 
the “health, safety and interest” of the nation in time of war; 
and 

Wuereas, It is the duty of the Department of Defense to 
make efficient use of such professional personnel so that the 
minimum effective doctor-to-troop ratio may be maintained, 
and to make a military career attractive by means of incentive, 
such as opportunities for additional training, recognition of 
ability and zeal by improvement in rank and remuneration, and 
reduction of administrative duties, rather than to rely on in- 
equitable conscription in time of peace, to the detriment of 
essential health services for the civilian population; therefore 
be it 

Resolved, That this House of Delegates go on record as 
being vigorously opposed to any continuation of the Doctor 
Draft Law, in whole or in part, or in principle, beyond the 
expiration date of June 30, 1957, thus liberating from unequal 
compulsion members of the professions concerned and restoring 
to them, in training and in practice, the rights and privileges 
enjoyed by other professions, at the same time protecting the 
civilian population against undue drain on essential health 
services by the military; and be it further 

Resolved, That the national organizations of dentists and 
“allied specialists” be urged to take similar action without 
delay. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 49 on Doctor Draft Law.—This resolution is 
in harmony with previous policy of the House of Delegates, and 
therefore your committee recommends its adoption. 


No. 50. Resolution on Joint Blood Council 


Dr. James E. Feldmayer for the California delegation intro- 
duced the following resolutions, which were referred to the 
Reference Committee on Miscellaneous Business: 

Wuereas, The American Medical Association has been in- 
strumental in the development of a national blood coordination 
agency, namely the Joint Blood Council, Inc., which incorpo- 
rates objectives previously enunciated by the House of Dele- 
gates of the American Medical Association, and 

Wuereas, This axercy for coordinating all aspects of blood 
transfusion services is being developed in cooperation with the 
American Medical Association, the American Association of 
Blood Banks, the American Hospital Association, the American 
Society of Clinical Pathologists and the American National Red 
Cross; and 

Wuereas, From the inception of the Joint Blood Council, 
Inc. in 1955 the American Medical Association has lent financial 
support and has had representatives on its board of directors; 
and 

Wuereas, One of the important functions of the Joint Blood 
Council, Inc., is to act as the coordinating agency for blood 
with departments of the United States government on behalf 
of various blood collecting agencies; and 

Wuereas, This function has not yet been fully realized; and 

Wuereas, The Jan. 27, 1956, letter from the President of the 
United States to the Joint Blood Council, Inc., specifically states 
in part: 

“Our people need a nation-wide blood service coordinated 
not only to take care of national emergencies, but to make 
available to them in time of peace, the blood and its derivatives 
necessary to save lives wherever the requirement may arise,” 
and 


J.A.M.A., July 13, 195 


Wuereas, The collection, processing and administration , 
blood and its products is the responsibility of the medic, 
profession, aided by highly trained specialists and technicigp, 
in this field; therefore be it 

Resolved, That the American Medical Association represem. 
atives take immediate action to have the Joint Blood Coungj 
Inc., designated as the contracting agency for blood procur. 
ment with all governmental agencies; and be it further 

Resolved, That the American Medical Association continy 
encouraging and supporting the Joint Blood Council, Inc., ; 
carrying out the Council’s stated objectives. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented th 
following report, which was adopted: 

Resolutions No. 50 and 53 on Joint Blood Council and Blood 
Banking Procedures.—These two resolutions on the Joint Blood 
Council and blood banking procedures were considered joint) 
because of similarity of content. Following a discussion with 
members of the Texas delegation which introduced Resolutio: 
No. 53, and with their approval, your reference committe 
recommends that Resolution No. 50 be approved and that » 
action be taken on Resolution No, 53. 


No. 51. Resolutions on Advisory Committees 


Dr. James E, Feldmayer for the California delegation intr 
duced the following resolutions, which were referred to the 
Reference Committee on Legislation and Public Relations: 

Wuereas, The Doctor Draft Law will expire June 30, 1957 
and 

Wuereas, This House of Delegates is on record opposing 
any continuation of the doctor draft; and 

Wuereas, There are forces intent on prolonging the in 
equitable compulsory induction of physicians, dentists, and 
“allied specialists” into military service, even though the war 
time mobilization which justified the enactment of the Doctor 
Draft Law exists no longer; and 

Wuereas, The only means of assuring necessary health ser- 
ices for the civilian population and of providing the sole rep- 
resentation members of the professions involved have _ had 
under the Doctor Draft Law, is the system of advisory com- 
mittees; therefore be it 

Resolved, That should Congress in its wisdom consider 
seriously prolongation of discriminatory class legislation a 
exemplified by the Doctor Draft Law, in whole or in part, ot 
in principle, then the current system of advisory committees, 
national, state and local, must be continued; and be it further 

Resolved, That the national organizations of dentists and 
“allied specialists” be urged to take similar action without 
delay. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 51 on Advisory Committees.—This resolution 
is in accord with existing policies of the Association which were 
most recently included in the testimony presented to the House 
Armed Services Committee on H. R. 6548, 85th Congress. Your 
committee therefore recommends that this resolution be 
adopted. 


No. 52. Resolution on Commendation of Television Program, 
Dr. Hudson’s Secret Journal 


The following resolution was introduced by Dr. John K. Glea 
on behalf of the Texas delegation and was referred to the 
Reference Committee on Miscellaneous Business: 

Wuereas, The syndicated television program entitled Dr: 
Hudson’s Secret Journal presents a realistic and dignified por 
trayal of progress in medical knowledge, enlightening the 
American public on the role of today’s doctor of medicine ® 
modern society; and 


fron 
ther 

R 
com 
star 
pub 


folle 

R 
Dr. 
this 
Foll 
app 


mil; 

F 
Me 
can 
con 
blo 

lane 
Res 


> 

este 
pris 
of s 

the 

‘ 

No. 
fol 
Cor 
\ 
may 
bloc 
trac 
mer 
age 
ass 
re 
V 
for 
‘ 
mal 
par! 
fore 
Me 
the 
Cro 
Blo 
con 
blo 
— 
2 
Gle 
and 
con 
pro 
hel 
cau 
con 

| 


n, 


Vol. 164, No. 11 


\Wuereas, Dr. Hudson's Secret Journal has cultivated public 
esteem for the medical profession, fostered the concept of 
private practice, gained favorable recognition of the philosophy 
of service held by the physician, and widened appreciation for 
the discipline(s) with which the ethical physician voluntarily 
complies; and 

Wuereas, American medicine has received great benefit 
from this dramatization of the art and science of medicine; 
therefore be it 

Resolved, That the American Medical Association does hereby 
commend Dr. Hudson’s Secret Journal, its producers and its 
star, Mr. John Howard, for an outstanding contribution to the 
public interest and welfare. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented the 
following report, which was adopted: 

Resolution No. 52 on Commendation of Television Program, 
Dr. Hudson’s Secret Journal.—Your reference committee studied 
this resolution. We heard much comment from those interested. 
Following discussion, your reference committee recommends 
approval of this resolution. 


No. 53. Resolutions on Changes in Blood Banking Procedures 


Dr. John K. Glen for the Texas delegation introduced the 
following resolutions, which were referred to the Reference 
Committee on Miscellaneous Business: 

Wuereas, The Joint Blood Council in its policy deliberations 
may deal with many complex problems of the specialty of 
blood banking; and 

Wuereas, One of the primary expressed and implied pur- 
poses of the Joint Blood Council was that of acting as a con- 
tracting agency with departments of the United States govern- 
ment on behalf of various blood collecting and dispensing 
agencies, and after two years of operation this council has not 
assumed its expected role in this regard; and 

Wuereas, It is of utmost importance that blood collection 
for national emergencies and defense be widespread to develop, 
maintain, improve and expand all blood procurement facilities, 
particularly in preparation for a possible atomic attack; there- 
fore be it 

Resolved, That the House of Delegates of the American 
Medical Association urge that the present arrangement between 
the governmental agencies and the American National Red 
Cross be replaced by a new arrangement naming the Joint 
Blood Council as the responsible agent for arranging the prime 
contract for all future procurement, processing and delivery of 
blood and blood derivatives for departments of the government, 
except for intrinsic operations such as within branches of the 
military service by the military; and be it further 

Resolved, That the House of Delegates of the American 
Medical Association suggest that representatives of the Ameri- 
can Medical Association to the Joint Blood Council should 
consist of physicians who are actively engaged in specialty of 
blood banking. 


Note: The report of the Reference Committee on Miscel- 
laneous Business on Resolution No. 53 will be found following 
Resolution No. 50. 


No. 54. Resolutions Reaffirming Position Against Federal 
Subsidy of Medical Education 


The following resolutions were introduced by Dr. John K. 
Glen on behalf of the Texas delegation and were referred to 
the Reference Committee on Legislation and Public Relations: 

Wuereas, Federal subsidy for medical school construction 
and expansion could be expected to lead inevitably to federal 
control (Supreme Court Ruling, 1942; “It is hardly lack of due 
process for the government to regulate that which it subsidizes,” 
-317 U. $.—p. 131, Wichard vs. Filburn, 1942); and 

Wuereas, The American Medical Association has consistently 
held the opinion that federal aid is a “dangerous device be- 
cause of the degree of regulation which must necessarily ac- 
company federal subsidies”; and 


PROCEEDINGS OF THE NEW YORK MEETING 1247 


Wueneas, Past experience has shown that the stipulations of 
a “temporary emergency” and a “single grant” offer no pro- 
tection against perpetuation; and 

Wuereas, Many medical groups, including the American 
Medical Association, have expressed opposition to federal aid 
to medical education; therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association opposes the principles of federal subsidies, 
either direct or indirect, for medical school construction; and be 
it further 

Resolved, That copies of this resolution be sent to the Presi- 
dent of the United States, to members of his Cabinet, members 
of the Congress, deans of all medical schools of the United 
States, and state and territorial medical associations. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 54 Reaffirming Position Against Federal Sub- 
sidy of Medical Education.—The subjec* title of the resolution is 
misleading. Your committee recommends that the resolution be 
not adopted, and that the House of Delegates reaffirm its 
previous position of support for one-time matching federal 
grants for construction of medical educational facilities. 


No. 55. Resolutions Favoring Repeal of the Income Tax Law 


Dr. John K. Glen for the Texas delegation introduced the 
following resolutions, which were referred to the Reference 
Committee on Legislation and Public Relations: 


Wuereas, The 16th Amendment of the Constitution of the , 


United States has resulted in confiscatory income tax levies by 
the federal government; and 

Wuereas, The federal income tax has contributed greatly to 
the centralization of power in the federal government at the 
expense of the states, and conceivably can lead eventually to 
complete socialization of the country; and 

WHEREAS, Many medical groups have gone on record as 
supporting the Hoffman Amendment, H. J. Res. 232, to the 
Federal Constitution, which would repeal the 16th Amendment 
to that Constitution; therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association go on record as supporting the Hoffman 
Amendment, H. J. Res. 232, to the Federal Constitution, which 
would repeal the 16th Amendment to that Constitution; and 
be it further 

Resolved, That copies of this resolution be sent to the Presi- 
dent of the United States, the members of his Cabinet, and to 
all members of the Congress. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 55 on Repeal of Income Tax Law.—Inasmuch 
as the legislation referred to in this resolution does not deal 
with a matter of primary medical concern, it is the belief of 
your committee that the American Medical Association should 
not adopt a position covering it. Your committee therefore 
recommends that no action be taken on this resolution. 


No. 56. Resolutions Supporting S. J. Res. 3 and H. J. Res. 264 
(Bricker Amendment) 


The following resolutions were introduced by Dr. John k. 
Glen on behalf of the Texas delegation and were referred to 
the Reference Committee on Legislation and Public Relations: 

Wuereas, It is commonly recognized that a treaty with other 
governments, or with international bodies overrides our federal 
constitution and all state laws, thereby becoming the internal 
law of the land affecting every citizen; and 

Wuereas, Legislation again pending before Congress would 
definitely limit the provisions of such treaties; therefore be it 
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Resolved, That the House of Delegates of the American 
Medical Association, firmly endorses S. J. Res. 3, 85th Congress, 
as introduced by Senator John Bricker, and H. J. Res. 264 as 
introduced by Rep. Bruce Alger; and be it further 

Resolved, That copies of this resolution be sent to the Presi- 
dent, members of the Cabinet, and to all members of the 
Congress. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 56 Supporting Bricker Amendment.—Your 
committee recommends the adoption of this resolution with the 
first “Resolved” amended to read as follows: 

“Resolved, That the House of Delegates of the American 
Medical Association approves in principle S. J. Res. 3, 85th 
Congress, as introduced by Senator John Bricker, and H. J. 
Res. 264 as introduced by Rep. Bruce Alger.” 


No. 57. Resolutions Supporting the Jenkins-Keogh Bills 


Dr. John K. Glen for the Texas delegation introduced the 
following resolutions, which were referred to the Reference 
Committee on Legislation and Public Relations: 

Wuereas, The legislation now pending in Congress, gen- 
erally known as the Jenkins-Keogh bills, which would permit 
those with self-employment income to place a small part of 
their earnings before taxes into a retirement fund; and 

Wuereas, More widespread interest and support for the 
Jenkins-Keogh legislation is evident now than ever before; 
therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association again endorses the principles of the Jenkins- 
Keogh bills in the interest of fairness and equality to the self- 
employed individuals of the United States; and be it further 

Resolved, That copies of this resolution be sent to the Presi- 
dent, all members of his Cabinet, and all members of the 
Congress. 


Norte: The report of the Reference Committee on Legisla- 
tion and Public Relations on Resolution No. 57 will be found 
following Resolution No. 23. 


No. 58. Resolutions Supporting Proposed 23d Amendment to 
Constitution of United States 


The following resolutions were introduced by Dr. John K. 
Glen on behalf of the Texas delegation and were referred to 
the Reference Committee on Legislation and Public Relations: 

Wuenreas, The United States government is engaged in many 
business enterprises which amount to several billions of dollars 
annually, which is in competition with private citizens, and 
results in an operational loss, increasing the federal deficit and 
depriving the government of revenue which would accrue from 
profits of private enterprise; therefore be it 

Resolved, That the House of Delegates of the American 
Medical Association exercises its constitutional right in urging 
the Congress to submit to the people of the various states an 
amendment to the Constitution providing that the government 
of the United States shall not engage in any business, profession- 
al, commercial or industrial enterprise in competition with its 
citizens except as specified in the Constitution; and be it further 

Resolved, That copies of this resolution be sent to the Presi- 
dent of the United States, all members of his Cabinet, all 
members of the Congress, and governors of the various states 
and territories. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the follow- 
ing report, which was adopted: 

Resolution No. 58 Supporting Proposed 23d Amendment to 
Constitution of United States.—The purpose of this resolution 
and the position of the Association in the past has been put on 
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record by the House of Delegates. Since former action has 
been taken, your committee recommends no action on this 
resolution. 


No. 59. Resolutions on Compulsory Assessment of Medical 
Staff by Hospitals 


Dr. B. E. Montgomery for the Illinois delegation introduced 
the following resolutions, which were referred to the Reference 
Committee on Medical Education and Hospitals: 

Wuereas, Physicians in recognition of their community 
responsibility are aware of and do participate actively in com- 
munity projects, including various fund-raising campaigns; and 

Wuereas, Such campaigns include a voluntary contribution 
to hospital building and maintenance fund drives; and 

Wuereas, A certain few hospitals are taking advantage of 
this voluntary participation through the promotion of schemes 
of compulsory donations which are ostensibly voluntary, but 
which amount to an assessment for continuation of staff ap- 
pointments, thus placing such appointment on a mercenary 
basis rather than demonstrated ability and proven merit; and 

Wuereas, Such a practice, if continued, could and would 
lead to a deterioration of medical service in the hospitals; 
therefore be it 

Resolved, That the American Medical Association through its 
House of Delegates condemns the compulsory assessment of 
medical men and staff members by hospitals in fund-raising 
campaigns; and be it further 

Resolved, That any physician approached in such manner 
report the fact to the secretary of his medical society; and be 
it further 

Resolved, That copies of this resolution be sent to the Amer- 
ican Hospital Association, the Catholic Hospital Association 
and Protestant Hospital Association. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, read the fol- 
lowing report, which was adopted: 

Resolution No. 59 on Compulsory Assessment of Medical 
Staff by Hospitals. —Your reference committee recommends that 
this resolution be approved and its directions carried out. 


No. 60. Resolutions on Medicare Payments by 
Government to Residents 


Dr. B. E. Montgomery for the Illinois delegation introduced 
the following resolutions, which were referred to the Reference 
Committee on Insurance and Medical Service: 

Wuereas, Attention has been directed to certain proposals 
made to the Office of Dependents Medical Care requesting gov- 
ernment payment to or on behalf of physicians in resident 
status, for care rendered to dependents of uniformed services 
personnel under the Medicare program; and 

Wuereas, Such payment if sanctioned by government would 
give impetus te the improper corporate practice of medicine by 
hospitals or other nonmedical bodies—which practice has con- 
sistently been condemned by the medical profession because 
it would not be in keeping with traditional medical practices 
throughout the United States; and 

Wuereas, The medical profession was assured repeatedly by 
the Department of Defense officials that it was not the intention 
of government that eligible dependents of uniformed services 
personnel be provided with “charity,” “cut rate” or low quality 
care, and further form DA 1863 contains an affidavit to the 
effect that the physician rendering the service is not in training 
status; and 

Wuereas, Such payments in addition to other objections 
would constitute a surcharge to the hospital expense already 
billed for or paid by virtue of weighted average daily charges 
of hospitals which include the cost of such training programs; 
therefore be it 

Resolved, That the American Medical Association by its 
House of Delegates condemns any payment to or on behalf of 
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any resident, fellow, intern or other house officer in similar 
status who is participating in a training program; and be it 
further 

Resolved, That copies of this resolution be distributed to the 
Department of Defense, Department of Health, Education and 
Welfare, Office of Dependents’ Medical Care and to all state 
medical societies. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read the fol- 
lowing report, which was adopted: 

Resolution No. 60 on Medicare Payments by Government to 
Residents.—_In considering this resolution your reference com- 
mittee was advised of previous recommendations in this regard 
made by the Council on Medical Service under date of April 14, 
1957, and approved by the Board of Trustees. Your committee 
recommends the adoption of this resolution and wishes to re- 
state the reasons previously presented by the Council on Med- 
ical Service which are: 

“The Council disapproves such proposal because 

“(1) It is not in keeping with traditional patterns of med- 
ical practices throughout the United States; 

“(2) It would seriously aggravate problems of hospital-phy- 
sician relationships; 

“(3) It would encourage charges by hospitals for residents’ 
services to patients not under the Medicare program; 

“(4) It would create problems, including those of medical 
licensure; 

“(5) It would encourage ‘ghost surgery’ by residents; 

“(6) It would encourage the use of such professional fees 
for the support of hospital costs; 

“(7) It would represent a surcharge to the hospital expense 
already paid by virtue of weighted average daily charges which 
now include the cost of maintaining residents (The government 
thereby would be paying twice for residents’ services.); and 

“(8) It would create pressure on Blue Shield and other 
health insurance plans to pay similar benefits and raise pre- 
miums to meet the increased cost.” 


Resolution No. 61 


Resolution No. 61 was withdrawn without introduction at 
the request of Dr. B. E. Montgomery for the Illinois delegation. 


Resolution No. 62 


Resolution No, 62 was withdrawn without introduction at 
the request of Dr. B. E. Montgomery for the Illinois delegation. 


No. 63. Resolution on World Medical Association 


The following resolutions were introduced by Dr. Percy E. 
Hopkins on behalf of the Illinois State Medical Society and were 
referred to the Reference Committee on Miscellaneous Business: 

Wuereas, The World Medical Association is the only inter- 
national medical organization representing the practicing pro- 
fession in the fields of medical economics and medical education 
and devoted to protection of the freedom of the practice of 
medicine; and 

Wuereas, The United States Committee of W. M. A. was 
organized in 1948 to enable all American physicians to render 
support to the objectives of the World Medical Association and 
5 improve the status of organized medicine internationally; 
an 

Wuereas, After 9 years only 5,000 U. S. physicians have be- 
come members of the U. S$. Committee, although both the As- 
‘ociation and the Committee are engaged in projects of vital 
interest to every American physician; and 

Wuereas, The House of Delegates of the A. M. A. at its 
Clinical Session in November, 1956, declared: “it is difficult 
-.. to believe that any physician in the United States . . . is 
not a member of the (U. S. Committee) W. M. A... . Further 
expansion of the U. S. Committee will be necessary if the Amer- 
ican viewpoint is to be continually and effectively presented 


by our spokesmen in the World Medical Association and, 
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through them before other international bodies, to protect the 
interest and aims of medicine. . . . Surely physicians will wish 
to share in this international effort”; therefore be it 

Resolved, That the House of Delegates of the American Med- 
ical Association reiterate its support of the World Medical 
Association and recommend that every member of the Amer- 
ican Medical Association join the U. S. Committee of the World 
Medical Association; and be it further 

Resolved, That the component state associations support and 
give official recognition to the state chairman and subcom- 
mittees of the U. S. Committee in order to achieve the ob- 
jectives of the World Medical Association in protecting the 
freedom of medical practice and increasing the influence of the 
practicing medical profession at the international level. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, submitted the 
following report, which was adopted: 

Resolution No. 63 on World Medical Association.—F ollowing 
consideration and discussion of this resolution, your committee 
recommends that the resolution be approved with the addition 
of the words “be urged to” following the word “associations” in 
the second “Resolved.” 


No. 64. Resolution on Commendation of Essay Contest 
Sponsored by Association of American Physicians and Surgeons 


The following resolution was introduced by Dr. John K. 
Glen, Texas, and was referred to the Reference Committee on 
Miscellaneous Business: 

Wuereas, For the 12th year the Association of American 
Physicians and Surgeons is sponsoring an essay contest for high 
school students in the interest of American medicine, offering 
as alternate titles “The Advantages of Private Medical Care,” 
or “The Advantages of the American Free Enterprise System”; 
and 

Wuenreas, For several years the American Medical Associa- 
tion has cooperated in these contests by furnishing thousands of 
reprints of source material to contestants for a packaged library 
service; and 

Wuereas, Many state medical associations and county med- 
ical societies or their auxiliaries are directly sponsoring this 
contest in their respective areas; and 

Wuereas, This contest offers American medicine an oppor- 
tunity to participate in educating not only the contestants but 
their families and friends and the general public in the value 
of the American free enterprise system; therefore be it 

Resolved, That the American Medical Association does hereby 
commend the establishment of such essay contests. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented the 
following report, which was adopted: 

Resolution No. 64 on Commendation of Essay Contest Spon- 
sored by AAPS.—Your committee desires to amend this reso- 
lution so that it reads as follows: 


COMMENDATION OF Essay CONTESTS 


Wuereas, Essay contests for high schoo] students are spon- 
sored in the interest of American medicine; and 

Wuereas, For several years the American Medical Associa- 
tion has cooperated in these contests by furnishing thousands of 
reprints of source material to contestants for a packaged library 
service; and 

WueEREAS, Many state medical associations and county med- 
ical societies or their auxiliaries are directly sponsoring this con- 
test in their respective areas; and 

Wuereas, This contest offers American medicine an oppor- 
tunity to participate in educating not only the contestants but 
their families and friends and the general public in the value 
of the American free enterprise system; therefore be it 

Resolved, That the American Medical Association approves 
such essay contests in principle. 
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No. 65. Resolution on Straight Internship 


Dr. Ralph E. Campbell, Section on Obstetrics and Gyne- 
cology, introduced the following resolution, which was referred 
to the Reference Committee on Medical Education and Hos- 
pitals: 

Wuereas, At the present time both straight and rotating in- 
ternships are authorized in certain hospitals for educational and 
teaching requirements; therefore be it 

Resolved, That those hospitals having adequate teaching 
services in obstetrics and gynecology may be authorized to 
present straight internships in the field of obstetrics and gyne- 
cology if they so desire. 


REPORT OF REFERENCE COMMITTEE ON 
MEDICAL EDUCATION AND HOSPITALS 


Dr. James Z. Appel, Chairman, Pennsylvania, read the fol- 
lowing report, which was adopted: 

Resolution No. 65 on Straight Internship.—In view of the 
fact that your reference committee believes that the straight 
internship of superior educational content is justified because of 
its comprehensive scope, your reference committee recommends 
substitution of the following “Resolved” for that contained in 
Resolution No. 65: 

Resolved, That the Council on Medical Education and Hos- 
pitals be authorized to consider applications for straight intern- 
ships in obstetrics and gynecology on the basis of educational 
merit in a manner similar to straight internships in medicine, 
surgery, pathology and pediatrics. 


No. 66. Resolution to Establish Intermediary Agents by 
Constituent State Medical Societies 


The following resolution was introduced by Dr. W. H. Huron 
of Michigan and was referred to the Reference Committee on 
Miscellaneous Business: 

Wuereas, The American Medical Association, in its cooper- 
ation with the Medicare program, has indicated acceptance of 
the principle of the presence of an intermediary agency ap- 
pointed by state medical societies as a buffer between the indi- 
vidual practitioner of medicine and a branch of the federal 
government authorized to supply medical care; and 

Wuereas, It has been the consistent intent and practice of 
the Veterans Administration to limit the service-connected 
veteran in his free choice of qualified physician by the appoint- 
ment by the Veterans Administration of a “fee-basis physician,” 
thus resulting in the imposition of limitation as to the veteran’s 
free choice of physician without regard to the policies and 
principles of the medical profession; therefore be it 

Resolved, That the American Medical Association recommend 
to its constituent state medical societies that they utilize where 
available or develop where not currently in operation a respon- 
sible group of physicians authorized to perform this inter- 
mediary function in the best medical interests of the veteran 
concerned. 


REPORT OF REFERENCE COMMITTEE ON 
MISCELLANEOUS BUSINESS 


Dr. Peter J. DiNatale, Chairman, New York, presented the 
following report, which was adopted: 

Resolution No. 66 to Establish Intermediary Agents by Con- 
stituent State Medical Societies.—After considerable thought 
and deliberation, your reference committee recommends dis- 
approval of this resolution. This decision is based on the fact 
that even though the intermediary agency principle has been 
applied in the Medicare program, this was done on the basis 
of determination by the individual states. 


No. 67. Resolution on Reiteration of Policy Role of House of 
Delegates in Approving Medical Service Programs of 
Great National Impact Affecting Members of 
American Medical Association 


Dr. John K. Glen for the Texas delegation introduced the 
following resolution, which was referred to the Reference 
Committee on Insurance and Medical Service: 
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Wuereas, Representatives of the American Medical Asso. 
ciation, the National Foundation for Infantile Paralysis, the 
Association of State and Territorial Health Officers, and the 
U. S. Public Health Service decided in recent months to under. 
take year-round campaigns to promote the use of poliomyelitis 
vaccine (see THE JouRNAL, May 11, 1957, page 195); and 

Wuereas, Many physicians first became aware of such de- 
cision and action through unofficial channels; and 

Wuereas, Such a policy, through popular lay acceptance, 
could become a precedent; and 

Wuereas, The House of Delegates of the American Medi- 
cal Association is the policy-making body of organized Amer- 
ican medicine, with the Board of Trustees having certain 
responsibilities to carry out between sessions of the House of 
Delegates; and 

Wuereas, Every group of physicians acting through local 
county medical societies has the greatest responsibility for 
determining for themselves and carrying out medical service 
policies in their own areas as seems best to them; and 

Wuereas, The dues-paying members of the American Med- 
ical Association have a right to feel that any medical service 
policy approved by the American Medical Association should 
be arrived at through the due consideration by, and action of 
the House of Delegates; and to feel that it is also their in- 
herent right to be notified of any officially recommended 
American Medical Association policy through regular medical 
channels, namely, state or territorial associations and _ then 
local county medical societies; and 

Wuereas, Much complaint has been heard from physicians 
generally about the method of procedure of the American 
Medical Association in such matters, specifically concerning 
the recent mass poliomyelitis vaccine program; now therefore 
be it 

Resolved, That out of respect for and in deference to the 
members of this Association, it is the request of this House of 
Delegates that the American Medical Association should first 
obtain membership approval, given by way of the duly-elected 
representatives of their component societies, prior to engaging 
in any medical service program of great national impact. 


REPORT OF REFERENCE COMMITTEE ON 
INSURANCE AND MEDICAL SERVICE 


Dr. James P. Hammond, Chairman, Vermont, read the fol- 
lowing report, which was adopted: 

Resolution No. 67 on Reiteration of Policy Role of House 
of Delegates in Approving Medical Service Programs of Great 
National Impact Affecting Members of American Medical Asso- 
ciation.—Your reference committee wishes to call the attention 
of the House to the fact that in the campaign to promote the 
use of poliomyelitis vaccine representatives of every state 
medical association, including Alaska and Hawaii, attended 
a meeting in Chicago for an explanation of the proposed pro- 
gram. Your committee believes that if the information was 
not disseminated to the local medical profession, it was the 
responsibility of the state representatives rather than that of 
the American Medical Association. 

Your committee further calls the attention of the House to 
the fact that in emergencies the Board of Trustees is em- 
powered to act for the American Medical Association and 
that this campaign on the use of poliomyelitis vaccine was of 
an emergency nature. 

For these and other reasons brought out at the hearings 
your reference committee recommends disapproval of this 
resolution. 


No. 68. Resolution on Tax Relief for Orthopedically 
Handicapped Persons 


The following resolution was introduced by Dr. Gerald 
Dorman on behalf of the Medical Society of State of New 
York and was referred to the Reference Committee on Legis- 
lation and Public Relations: 

Wuereas, The orthopedically handicapped, in order to gai? 
a livelihood, encounters extra expenses in the pursuit of sub- 
stantial employment which are not encountered by the non- 
disabled, such as necessary prostheses and orthopedic appli- 
ances, and their repair; wear and tear on clothing due to 
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friction of braces and appliances; extraordinary transportation 
expenses to and from work (many must use taxicabs, or pri- 
vately owned automobiles with expensive operating appliances, 
amounting to as mych as $20.00 to $25.00 per week in the 
New York City area); and 

WuereEas, The passage of legislation similar to H. R. 1154 
(Keogh) which provides for an additional tax exemption to 
4 handicapped taxpayer; and provides also for deductions for 
expenses to and from work for those so disabled as to render 
useless to them the ordinary means of public transportation, 
thereby encouraging presently employed handicapped persons 
to continue in such employment; and supplying also a needed 
stimulant to the homebound and institution-bound handicapped 
to seek employment to become useful, taxpaying members of 
society; now therefore be it 

Resolved, That the American Medical Association favors the 
intentions and purposes of H. R. 1154 (Keogh), and this House 
of Delegates urges the Board of Trustees to instruct our repre- 
sentatives in the Washington office actively to seek its passage 
into law. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the fol- 
lowing report, which was adopted: 

Resolution No. 68 on Tax Relief for Orthopedically Handi- 
capped Persons.—Your committee recommends that action on 
this resolution be deferred. Because it seems to have merit, 
it is recommended that it be referred to the appropriate coun- 
cil or committee of the Association for further study. 


No. 69. Resolutions on Nationwide Referendum on 
Social Security 


Dr. Stanley Weld for the Connecticut State Medical Society 
introduced the following resolutions, which were referred to 
the Reference Committee on Legislation and Public Relations: 

Wuereas, The burning question of social security still con- 
fronts the physicians of the United States; and 

Wuereas, According to the statement of Frank G. Dickin- 
son, Ph.D., Director, A. M. A. Bureau of Medical Economic 
Research, in THE JouRNAL, July 21, 1956, page 1163: “Un- 
fortunately the use of a variety of questions in the state asso- 
ciation polls makes a tabulation of the composite replies from 
all polls, particularly on the compulsory versus voluntary issue, 
meaningless”; therefore be it 

Resolved, That the Secretary of the A. M. A. be instructed 
and empowered to conduct a nationwide referendum of the 
members of the A. M. A. on the issue of social security for 
self-employed physicians; and be it further 

Resolved, That to obviate the confusion resulting from the 
statewide polls, the questions presented in the proposed refer- 
endum be phrased simply as follows: 

I favor social security for physicians. 
I do not favor social security for physicians. 
and be it further 

Resolved, That the referendum be preceded by the publi- 
cation in THE JouRNAL of factual briefs for and against social 
security and that the same factual briefs shall also accompany 
the referendum ballots. 


REPORT OF REFERENCE COMMITTEE ON 
LEGISLATION AND PUBLIC RELATIONS 


Dr. S. J. McClendon, Chairman, California, read the fol- 
lowing report, which was adopted: 

_ Resolution No. 69 on Nationwide Referendum on Social 
Security.—Your committee met for two hours and listened to 
discussions for and against this resolution. 

In its report on Resolutions No. 39 and 46, your committee 
has recommended “a strongly stepped-up informational pro- 
gram of education which will reach every member of the 
Association, explaining the reasons underlying the position of 
the House of Delegates on this issue.” 

From the discussions at the open hearing, it was obvious 
that such a program was necessary, and that until such a pro- 
gram is effected, your committee recommends that the reso- 
lution be not adopted. 


(Concluded) 
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No. 70. Resolution on Legal Status of Ancillary Personnel 

The following resolution was introduced by Dr. Francis M. 
Forster on behalf of the Section on Nervous and Mental Dis- 
eases and was adopted by the House of Delegates without 
referral: 

Wuereas, The Section on Nervous and Mental Diseases has 
been concerned for the past nine years with the problems of 
the legal status of ancillary personnel in the field of psychiatry 
and has reported thereon; and 

Wuereas, The Council on Mental Health has also con- 
sidered these problems at great lengths since its inception in 
1951 and has reported thereon; therefore be it 

Resolved, That the Joint Committee of the Board of Trustees 
and of the Council on Medical Education and Hospitals ap- 
pointed for the purpose of studying the questions of the legal 
status of ancillary personnel be augmented by the addition 
of representation from the Council on Mental Health. 


Election of Officers 

The following officers were elected: 

President-elect: Dr. Gunnar Gundersen, La Crosse, Wis. 

Vice president: Dr. Jesse Hamer, Phoenix, Ariz. 

Secretary: Dr. George F. Lull, Chicago 

Treasurer: Dr. J. J. Moore, Chicago 

Speaker, House of Delegates: Dr. E. Vincent Askey, Los 
Angeles 

Vice speaker, House of Delegates: Dr. Louis M. Orr, Or- 
lando, Fla. 

Members, Board of Trustees: Dr. James Z. Appel, Lancaster, 
Pa.; Dr. George M. Fister, Ogden, Utah; Dr. Cleon A. Nafe, 
Indianapolis; Dr. Raymond M. McKeown, Coos Bay, Ore. 

Member, Judicial Council: Dr. H. L. Pearson Jr., Coral 
Gables, Fla. 

Members, Council on Medical Education and Hospitals: Dr. 
Clark Wescoe, Kansas City, Kan.; Dr. Warde B. Allan, Balti- 
more 

Members, Council on Medical Service: Dr. Robert L. Novy, 
Detroit; Dr. Hoyt B. Woolley, Idaho Falls, Idaho 

Member, Council on Constitution and Bylaws: Dr. Warren 
W. Furey, Chicago 


Election of Honorary Members 


The following persons were elected to Honorary Member- 
ship in the American Medical Association: 

Mr. Frank W. Law, London, England 

Dr. Horacio Abascal, Havana, Cuba 

Prof. J. Francois, Ghent, Belgium 


Election of Affiliate Members 


The following persons were elected to Affiliate Membership 
in the American Medical Association: 

Physicians of adjacent countries nominated by the Judicial 
Council: 

Dr. William A. Baker, Keewatin, Ontario, Canada 

Dr. Max Katz, Philadelphia (Canadian citizen) 

American medical missionaries, nominated by the” Judicial 
Council: 

Dr. Alf F. Borge, Fort Dauphin, Madagascar 

Dr. William Ernest Braisted, Ongole, Andhra, South India 

Dr. Ovid B. Bush, Osaka, Japan 

Dr. William E. Devol, Chhatarpur, V. P., India 

Dr. Genevieve L. Joy, Baghdad, Iraq 

Dr. Arthur W. Peterson Jr., Chicago 

Dr. Roberta G. Rice, Seoul, Korea 

Dr. Olaf K. Skinsnes, Hong Kong, China 

Dr. Claude Earl Steen Jr., Addis Ababa, Ethiopia 

Dr. Ralph M. Truitt, Bangkok, Thailand 

Scientists allied to medicine nominated by the Section on 
Experimental Medicine and Therapeutics: 

Thomas S. Jones, Chicago, III. 

Samuel Klein, Essex, N. J. 

Dr. William Konigsberger, Zurich, Switzerland 

Dr. Robert K. S. Lim, Elkhart, Ind. 

Dr. Erich M. H. Radde, New York 

Teunis Vergeer, Ph.D., Grand Forks, N. D. 

The House of Delegates adjourned, sine die, at 4 p. m., 
Thursday, June 6, 1957. 
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ORGANIZATION SECTION 


STATEMENT BY DR. HAROLD S. DIEHL ON 
H. R. 6548 BEFORE THE COMMITTEE ON 
ARMED SERVICES OF THE UNITED 

STATES SENATE 


I am Dr. Harold S. Diehl of Minneapolis, where I 
am Dean of the Medical Sciences at the University 
of Minnesota. I am also Chairman of the Council on 
National Defense of the American Medical Associa- 
tion, on whose behalf this statement is presented. 

With your permission, Mr. Chairman, I should like 
to review briefly the interest of the American Medical 
Association in military medicine generally, and spe- 
cifically in the method used in the past six and one- 
half years to provide physicians for the military 
services. 

As you know, from our previous appearances be- 
fore this Committee, the interest of the Association in 
military medicine is not new. During World War II, 
and since that time, the American Medical Association 
and our Council on National Defense, in particular, 
has been in close contact with the various military 
services. We have cooperated with these departments 
in formulating reasonable and workable programs in 
an effort to solve the many complex problems of mili- 
tary medicine. 

The American Medical Association supported the 
career incentive program for medical officers which 
was enacted as Public Law 497, 84th Congress. This 
program has been effective in increasing the number 
of career physicians in the Armed Services, and we 
have every hope that it will be increasingly helpful in 
the future. The American Medical Association has 
also worked very closely with the Department of De- 
fense in implementing the Dependents’ Medical 
Care Act. 

In June of 1950, the Korean conflict precipitated the 
immediate need for large numbers of physicians in 
the Armed Forces—a situation which presented only 
two courses of action: either the recall of reserve 
officers who had had recent active military service 
during World War II, or the enactment of special 
legislation providing for an orderly call-up of phy- 
sicians for military service. 

The second alternative seemed to be the more 
equitable and logical approach to the problem. There- 
fore, in August of 1950, the American Medical Asso- 
ciation supported a form of Doctor Draft Law despite 
its discriminatory character. During the debate on the 
original Doctor Draft Act in 1950, and on subsequent 
extensions, the members of the House and the Senate 
have clearly acknowledged its discriminatory nature. 

With the exception of the extension of 1953, when 
the American Medical Association concurred in a 
one-year continuation of an amended version of the 
Doctor Draft Law, we have vigorously opposed the 


continuation of this discriminatory law. When we ap. 
peared before this Committee on those occasions, we 
made specific recommendations for what we consid- 
ered to be an adequate medical care program for 
military personnel. 

On April 9, 1957, the following statement was 
adopted by the Board of Trustees of the Association: 
“The Board of Trustees of the American Medical As- 
sociation recommends that the discriminatory and 
undemocratic legislation known as the Doctor Draft 
Act be terminated at the present expiration date, 
June 30, 1957.” 

The Association believes that if the demands for the 
defense and security of our nation are such that, in 
the opinion of Congress, it is necessary to have a 
Universal Military Training and Service Act to main- 
tain the strength of our Armed Forces, then one 
method to insure a sufficient supply of physicians for 
the Armed Services would be to enact legislation 
such as is proposed in H. R. 6548. 

We are of the opinion that physicians should be (1) 
registered and classified in the same manner as other 
citizens in the same age group; (2) deferred for educa- 
tional purposes in the same manner as other regis- 
trants; and (3) called to active duty or inducted under 
the same general provisions as other registrants de- 
ferred for educational purposes. 

As we understand it, H. R. 6548 provides for a selec- 
tive call-up of physicians, up to age 35, who have not 
as yet fulfilled their military obligation under the pro- 
visions of the basic Universal Military Training and 
Service Act. Discrimination will result from the ad- 
ministrative method which will have to be instituted 
by the Selective Service System to segregate the names 
of those physicians registered under the regular draft. 
Such a temporary procedure may be necessary, but 
when it is no longer required, we believe that this 
discrimination should be eliminated. 

The Association supports most strongly that provi- 
sion in H. R. 6548 which provides for the continuation 
of the Medical Advisory Committees to the Selective 
Service System at the national, state and local levels. 
Although Selective Service has not requested its con- 
tinuation, the Association believes that, in view of the 
relationship of the National Advisory Committee to 
national and civil defense medical matters, it should 
be continued. As on past occasions, that Committee 
can be of great assistance in advising the Department 
of Defense and the Selective Service System on mat- 
ters pertaining to reserve officers and military affairs. 
Furthermore, in the event of need for an immediate 
increase in mobilization requirements, it would be 
costly and time-consuming to authorize and effectively 
activate another chain of advisory committees. 
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FEDERAL MEDICAL LEGISLATION 
First Session, 85th Congress 


Health Insurance for Government Employees 


Representative Shelley (D., Calif.), in H. R. 4700, 
proposes to authorize the establishing of federal con- 
tributory health insurance for civilian government em- 
ployees and their families. The measure is similar to 
H. R. 753 by Lesinski (D., Mich. ), previously reported. 
The federal government would finance 50% of the cost 
of the health insurance, with the employees contribu- 
ting 50% by payroll deductions. The government con- 
tributions would cease when the employee's salary 
payments ceased. If an employee retires on an annuity 
with 15 years of civilian government service or is re- 
tired for disability, the federal government would pay 
the total cost of the premiums. 

Representatives Morrison (D., La.), in H. R. 6687, 
Lesinski (D., Mich.), in H. R. 6718, and Granahan 
(D., Pa.), in H. R. 6832, have introduced identical 
measures to provide for government contribution 
toward voluntary prepaid health benefits for civilian 
federal employees and their dependents. The em- 
ployees could elect any of the following basic plans: 
(a) basic health benefits of up to 120 days of hospitali- 
zation annually for medical and surgical benefits with- 
in the hospital and hospital outpatient care. This would 
be a full payment plan and no additional charges 
could be made by the hospital or physician; (b) basic 
health benefits on an indemnity basis where the carrier 
would agree to pay stipulated sums of money; (c) a 
premium for hospital, surgical, medical, or other per- 
sonal health benefits or combination of these sponsored 
or underwritten by a national association of federal 
employees; (d) a group practice prepayment plan ap- 
proved by the Civil Service Commission. In addition, 
employees could elect to enroll in a health plan ofter- 
ing major medical benefits, which would be supple- 
mentary to the benefits offered in the basic plans. The 
federal government would contribute one-half of the 
premium for the basic coverage and full cost of the 
extended or major medical insurance benefits, or an 
amount not to exceed $1.50 biweekly per employee or 
$4 biweekly for an employee and his dependents, 
whichever is less. The remainder would be withheld 
from the salary of the employee. Persons whose em- 
ployment is terminated or who retire would have the 
option of converting to insurance coverage under an 
individual contract for which they would pay the full 
cost. 

Representative Holifield (D., Calif.), at the request 
of the American Hospital Association, has introduced 
H. R. 7034, a bill drafted by the American Hospital 
Association. The cost of the health insurance would be 
borne by the employees and the government for both 
basic and major medical coverage. The contribution 
from the federal government could not exceed $1 bi- 
weekly for an employee or $2.50 biweekly for the 
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employee and his dependents. The types of insurance 
from which the employee could choose would include 
(1) a plan for basic health benefits on a service basis 
and, if elected, major medical benefits as well through 
the same carrier; (2) basic benefits on an indemnity 
basis and, if elected, major medical as well; (3) a 
group plan of hospital, surgical, or medical benefits or 
any combination of such services provided by a 
national association of federal employees; (4) a group 
practice prepayment plan approved by the Civil Serv- 
ice Commission. Employees retired after Dec. 31, 1957, 
receiving an annuity, could enroll in the plan at the 
same charge as other employees in their locality. Sur- 
vivors of the employees could also elect coverage at 
the same rates. All of the above-mentioned bills have 
been referred to the Post Office and Civil Service 
Committee. 


Health Insurance Pooling 


Senators Hill (D., Ala.) and Smith (R., N. J.), in 
S. 1750, and Representatives Harris (D., Ark.), in 
H. R. 6506, and Wolverton (R., N. J.), in H. R. 6507, 
have introduced identical measures “to encourage the 
extension and improvement of voluntary health pre- 
payment plans or policies” by allowing the small in- 
surance companies to pool resources without being 
subject to antitrust laws. By pooling, it is hoped to 
provide the development of the following types of 
prepayment health protection: (1) major medical 
expenses; (2) health insurance for the retired or elder- 
ly; (3) coverage for the farm population not readily 
covered in groups; and (4) coverage for persons 
already suffering from physical impairment. The 
Senate bill was referred to the Committee on Labor 
and Public Welfare. The House measures were re- 
ferred to the Interstate and Foreign Commerce Com- 
mittee. 


Federal Regulation of Health Insurance 


Representatives Rhodes (D., Pa.), in H. R. 5041, and 
Christopher (D., Mo.), in H. R. 7087, have introduced 
similar measures to “prohibit insurance companies 
doing insurance business of an interstate character from 
issuing group health, hospitalization, and accident in- 
surance which may be canceled after a period of three 
years for any reason other than nonpayment of pre- 
mium.” Representative Christopher's measure differs 
from that of Representative Rhodes in that it would 
eliminate any question of whether federal regulation 
of the insurance industry is constitutional and would 
permit Congress to regulate health and accident in- 
surance in spite of the 1945 declaration of Congress 
that the states should have exclusive jurisdiction over 
the insurance industries. These measures have been 
referred to the Committee on Interstate and Foreign 
Commerce. 


Medical Care for Public Assistance Recipients 


Senator Douglas (D., Ill.), for himself and Senators 
McNamara (D., Mich.), Green (D., R. I.), Bush 
(R., Conn.), Humphrey (D., Minn.), Young (R., 
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N. D.), Ives (R., N. Y.), Kennedy (D., Mass. ), Dirk- 
sen (R., Ill.), Neuberger and Morse (Democrats, Ore.), 
Cotton (R., N. H.), Javits (R., N. Y.), Bridges (R., 
N. H.), Jackson and Magnuson (Democrats, Wash. ), 
Saltonstall (R., Mass.), Langer (R., N. D.), and Potter 
(R., Mich. ), in S. 1209, and Representatives Burns (D., 
Hawaii), in H. R. 4752, Mason (R., Ill. ), in H. R. 4935, 
Gray (D., Ill.), in H. R. 5049, Lane (D., Mass.), in 
H. R. 6376, and McCormack (D., Mass.), in H. R. 17238, 
have introduced similar bills which would permit 
states to continue to operate the pooling arrangement 
for vendor medical payments and also receive from the 
federal government one-half of $6 per month per adult 
and one-half of $3 per month per child for medical 
payments for providers of care. Under the present law, 
after June 30, 1957, states may qualify for federal 
assistance for vendor payments up to the monthly pay- 
ment of $3 per adult and $1.50 per child recipient, 
provided the states match this amount. About a half- 
dozen states state that the new arrangements becoming 
effective in July will deprive them of federal dollars 
because they are at present making higher vendor pay- 
ments than $3 and $6. The federal grant assistance 
payments are made to four catagories of persons who 
are on public assistance. They are (1) the aged; (2) 
the blind; (3) the permanently and totally disabled; 
and (4) dependent children. The Senate measure was 
referred to the Finance Committee. The House meas- 
ures were referred to the Committee on Ways and 
Means. 


Liberalization of Public Assistance Amendments 


Representatives King (D., Calif.), in H. R. 5129, 
and Roosevelt (D., Calif.), in H. R. 5278, have in- 
troduced identical bills which would increase the 
federal contribution to recipients of public assistance 
for old age, blindness, and permanent and total dis- 
ability to four-fifths of the first $30 and one-half of the 
remainder up to a total of $65 per individual, and the 
aid to dependent children to four-fifths of the first $18 
plus one-half of the remainder up to a maximum of $32 
for one dependent child and $23 for each other de- 
pendent child. Under the Social Security amendments 
of 1956, beginning July 1, the federal government, in 
addition, will contribute one-half of the $6 per month 
per adult and one-half of $3 per month per child in 
making payments directly to providers of medical care 
in behalf of the recipient. These bills were referred to 
the Committee on Ways and Means. 

Representatives Roosevelt ( D., Calif.), in H. R. 6611; 
Ashley (D., Ohio), in H. R. 6634; Perkins (D., Ky.), 
in H. R. 6652; Holifield (D., Calif.), in H. R. 6657; 
Kelly (D., N. Y.), in H. R. 6658; Knutson (D., Minn. ), 
in H. R. 6685; Powell (D., N. Y.), in H. R. 6690; Shel- 
ley (D., Calif.), in H. R. 6693; Vanik (D., Ohio), in 
H. R. 6694; Zelenko (D., N. Y.), in H. R. 6695; Anfuso 
(D., N. Y.), in H. R. 6703; Blatnik (D., Minn.), in 
H. R. 6707; Diggs (D., Mich.), in H. R. 6743; Grana- 
han (D., Pa.), in H. R. 6831; Thompson (D., N. J.), in 
H. R. 6911; Senator Humphrey (D., Minn. ) for himself 
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and Senators Pastore (D., R. I.), Kefauver (D., Tenn. ), 
Magnuson (D., Wash.), Clark (D., Pa.), Langer (R. 
N. D.), and Chavez (D., N. Mex.), in S. 1793; and 
Representatives Holland (D., Pa.), in H. R. 6751; Lane 
(D., Mass.), in H. R. 6768; Porter (D., Ore.), in H. R. 
6944; Dingell (D., Mich.), in H. R. 6948; Price (D,, 
Ill.), in H. R. 7043; Christopher (D., Mo.), in H. R. 
7089; Griffiths (D., Mich.), in H. R. 7093; McFall 
(D., Calif.), in H. R. 7099; and Rhodes (D., Pa.), in 
H. R, 7246, have introduced identical measures “to 
amend the public assistance provisions of the Social 
Security Act to eliminate certain inequities and restric. 
tions and permit a more effective distribution of 
Federal funds.” They would require that the laws of 
the 48 states be made more uniform by having Con- 
gress establish minimum single standards of qualifica- 
tion for the applicants and recipients paid federal-state 
public assistance. Among the changes in the present 
laws would be: (1) make the age requirements for 
old-age assistance recipients the same as those estab- 
lished for old-age beneficiaries of the social security 
“insurance” system, i. e., 62 years of age for women and 
65 for men; (2) allow aged and handicapped recipients 
to earn up to $50 per month and still draw maximum 
assistance benefits; (3) allow parents of needy children 
or the children to earn up to $30 (blind recipients are 
already permitted to earn $50 per month without 
penalty of reduction in assistance aid); (4) allow 
ownership of real property valued up to $5,000 without 
loss of assistance aid, and ownership of personal effects 
up to $1,200 and household furnishings and insurance 
policies up to $500 of value without diminishing assist- 
ance payments; (5) hold names of public assistance 
recipients confidential; and (6) not impose residence 
requirements on any public assistance applicant pro- 
viding he lived in the state for as long as one year. 

Representative Anderson (D., Mont. ), in H. R. 6917, 
introduced a similar bill, except that he would allow 
$1,500 instead of $1,200 for personal effects exemptions. 

The Senate bill was referred to the Committee on 
Finance. The House bills were referred to the Commit- 
tee on Ways and Means. 


Grants for Construction of Facilities at 
State Soldiers’ Homes 


Representatives Long (D., La.), in H. R. 5134, and 
Sisk (D., Calif.), in H. R. 6036, have introduced iden- 
tical bills “to assist States in the construction, ex- 
pansion, remodeling, and alteration of buildings of 
State or Territorial soldiers’ homes by providing grants 
to subsidize in part the capital outlay cost.” They 
would authorize, for the first time, federal funds of 
about $5 million dollars annually for five consecutive 
years to assist states in such programs. These bills were 
referred to the*Committee on Veterans’ Affairs. 


Medical Expense Tax Deductions 


Representative Gubser (R., Calif.) proposes, i? 
H. R. 5326, to allow a parent in computing his income 
tax, if he has a dependent child under 6 years of age, t 
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deduct from his gross income all medical expenses for 
such child without regard to the 3% limitation for med- 
ical care, and 1% limitation for drugs. There would be 
no maximum limitation. 

Representative Brooks (D., La.), in H. R. 6076, has 
introduced a measure which would allow a taxpayer, 
in computing his income tax, to increase the maximum 
medical deduction from $2,500 annually per dependent 
to $15,000 annually per dependent. He would also have 
a five-year carry-over for expenses in excess of this new 
S maximum limitation. Both measures were referred to 
the Committee on Ways and Means. 


Joint Committee on Scientific Research 


Representative Judd, a Republican physician from 
Minnesota, has introduced a measure, H. J. Res. 250, 
which would establish a Joint Committee on Scientific 
Research made up of representatives of the Senate and 
House of Representatives. The Joint Committee would: 


(1) collect and maintain current information on manpower 
supplies (including teachers and students of science, engineer- 
ing, and technology at secondary, college, and university levels ) 
in the United States in the various fields of science and engi- 
neering, and maintain a continuous investigation and study to 
determine the adequacy of such supplies and the means of 
promoting an increase in such supplies when required; 

(2) collect and maintain current information on scientific 
research and progress in the United States, and maintain a 
continuous investigation and study to determine means of 
promoting such research and progress; and 

(3) report from time to time, and upon request of any of 
the committees of the Senate or House of Representatives, to 
the appropriate such committee, and in its discretion to the 
Senate and the House of Representatives, with respect to in- 
formation maintained by the joint committee or the results of 
its investigations and studies, or both, together with such 
recommendations. 


This bill was referred to the Rules Committee. 


Treaties and International Agreements 


Representative Alger (R., Texas), in H. J. Res. 264, 
proposes to amend the Constitution of the United 
States relative to the legal effect of certain treaties and 
other international agreements. The proposed amend- 
ment reads as follows: 


Section 1.—A provision of a treaty or other international 
agreement not made in pursuance of this Constitution shall 
have no force or effect. This Section shall not apply to treaties 
made prior to the effective date of the Constitution. 

Sec. 2.-A treaty or other international agreement shall have 
legislative effect within the United States as a law thereof only 
through legislation, except to the extent that the Senate shall 
provide affirmatively, in its resolution advising and consenting 
to a treaty, that the treaty shall have legislative effect. 

Sec. 3.-An international agreement other than a treaty shall 
have legislative effect within the United States as a law thereof 
only through legislation valid in the absence of such an inter- 
national agreement. 


Sec. 4.-On the question of advising and consenting to a 
treaty, the vote shall be determined by yeas and nays, and the 
names of the Senators voting for and against shall be entered on 
the Journal of the Senate. 


This measure was referred to the Judiciary Com- 
mittee and is identical to S. J. Res. 3 by Senator Bricker 
(R., Ohio), previously reported. 
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Automobile and Highway Safety Division 


Senator Johnson (D., Texas) has introduced, in S. 
1292, a bill which would establish an Automobile and 
Highway Safety Division within the Department of 
Health, Education, and Welfare. The functions of this 
division would be to: 


(1) collect from public and private sources information on 
the causes of automobile accidents and possible preventative 
measures to eliminate such accidents and to reduce the serious- 
ness of injuries caused by such accidents (including the design 
of automobiles and highways), and support and aid research 
to determine such information; 


(2) evaluate and disseminate such information in such 
manner as may best promote safety on the highways and the 
reduction of the automobile accident death toll; and 


(3) prepare and establish, on the basis of such information 
and in cooperation with other Federal agencies, with State and 
local governments, and with industries involved, programs to 
promote safety on the highways and to reduce the automobile 
accident death toll. 


This measure was referred to the Committee on 
Labor and Public Welfare. 


Hospital Construction Act 


Senator Humphrey (D., Minn.), in S. 1487, has in- 
troduced a measure which would extend the Hill-Bur- 
ton construction act through June 30, 1962. Under the 
present law it would expire in 1959. Senator Hum- 
phrey’s proposal would also extend the maximum au- 
thorization for appropriations to June 30, 1962. These 
are (1) 150 million dollars for general and mental hos- 
pitals and public health centers and (2) 60 million dol- 
lars for diagnostic and treatment centers, hospitals for 
the chronically ill and impaired, rehabilitation facil- 
ities, and nonprofit nursing homes. This bill was re- 
ferred to the Committee on Labor and Public Welfare. 


Loans for Hospital Construction 


Senators Hill (D., Ala.) and Kerr (D., Okla. ), in S. 
1681, would extend the Hill-Burton act through June 
30, 1964, and would permit loans as well as grants to 
institutions eligible to receive federal subsidies under 
the basic Hospital Survey and Construction Act. Loans 
would be for a 40-year duration but could be repaid 
in whole or part prior to the maturity date. The interest 
rate would be determined by the Secretary of the 
Treasury, based on the rate of interest being paid by 
the federal government on outstanding long-term ob- 
ligations of the United States. This bill was referred to 
the Committee on Labor and Public Welfare. 

Representative Harris (D., Ark.), in H. R. 6833, has 
introduced a measure closely resembling that of Sena- 
tors Hill and Kerr, except that the maturity of the loan 
could not exceed 25 years and the extension of the Hill- 
Burton act would be to June 30, 1962, instead of 1964. 

Representative Riley (D., S.C.), in H. R. 6329, 
would permit loans to hospitals, instead of grants, to be 
repaid over a period of 25 years, with an interest rate 
not higher than 34%. 

Representative Watts (D., Ky.), in H. R. 7575, 
would also extend the Hill-Burton act to June 30, 1962, 
and authorize loans in lieu of grants under the Hill- 
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Burton act. The loans could extend from 30 to 50 years 
but could be repaid in whole or part at any time. The 
above House bills were referred *: the Interstate and 
Foreign Commerce Committee. 

Senator Thye (R., Minn.), in S. 1962, would con- 
tinue to make available, for two additional years (un- 
til June 30, 1959), funds already allotted to states for 
making surveys and planning for hospital construction 
under the Hill-Burton construction act. This measure 
was referred to the Committee on Appropriations. 


Federal Regulation of Transportation of Fireworks 


Senator Chavez (D., N. Mex.) proposes, in S. 1499, 
to give the Federal Trade Commission authority to 
“determine appropriate standards of safety for all fire- 
works which may be used by the public, and shall for- 
mulate regulations (1) to determine those articles of 
fireworks which comply with such standards of safety, 
and (2) to provide for the identification of such articles 
of fireworks in all categories of commerce.” The bill 
also contains a provision that “whoever knowingly im- 
ports, brings, carries, transports or delivers for trans- 
portation, in interstate or foreign commerce, fireworks, 
other than those conforming to standards of safety 
that shall have been prescribed by the Federal Trade 
Commission shall be fined not more than $1,000 or im- 
prisoned for not more than one year, or both.” This bill 
was referred to the Committee on Interstate and For- 
eign Commerce. 


Grants and Aid for Control of Mosquitoes 


Representative Holmes (R., Wash.), in H. R. 5410, 
would authorize the surgeon general of the Public 
Health Service to make grants to states, counties, 
health districts, and other political subdivisions of the 
states to develop “adequate measures for the eradica- 
tion and control of mosquitoes, including grants for 
demonstrations and for training of personnel for State 
and local health work, and to meet the cost of pay, al- 
lowances, and traveling expenses of commissioned of- 
ficers and other personnel of the service detailed to 
assist in carrying out” this act. 

Representative Fallon (D., Md.), in H. R. 5742, has 
introduced a measure which would authorize the ap- 
propriation of 3 million dollars annually for the control 
of mosquitoes and other anthropods that are a menace 
to health. The money could be used for collection and 
dissemination of information and to conduct research 
on these problems within the Public Health Service. At 
least half of the funds could be used to (1) make re- 
search grants to state health departments and other 
qualified research organizations for research and study; 
(2) give grants to states to conduct demonstrations 
and developing methods of control of mosquitoes; and 
(3) provide technical facilities and services to aid 
states in developing and carrying out mosquito re- 
search and control programs. These bills were referred 
to the Interstate and Foreign Commerce Committee. 
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A STATEMENT CONCERNING THE BOOK 
“PROLONGED ILLNESS-ABSENTEEISM, 
SUMMARY REPORT,” PUBLISHED BY THE 
RESEARCH COUNCIL FOR ECONOMIC 
SECURITY, CHICAGO 


The American Medical Association was one of over 
200 sponsors of the study on prolonged nonoccup,. 
tional illness among employed persons which wa 
initiated by the Research Council for Economic &. 
curity in 1952. Financial support was granted thi 
project on at least two occasions by the Board 
Trustees in view of the objectives originally stated 
They were to determine the extent of the problem o 
prolonged nonoccupational illness, and its impact upon 
the employed population, and also determine whether 
measures were necessary to deal with the problem, if 
one existed, “when all the facts essential for the ob. 
jective evaluation” became available. 

Such participation in sponsorship and financing in 
no manner carried with it agreement with or approval 
of the findings or conclusions of the study. In fact the 
American Medical Association had no opportunity to 
review the findings of the study in its entirety, the 
conclusions drawn, or certain sections of the report 
prior to publication. Therefore, the American Medical 
Association cannot be considered as giving endorse. 
ment to some of the highly questionable conclusions 
of this study. 

A review of the published report shows that it not 
only fails to fulfill the objectives as originally stated 
but draws conclusions which are neither valid no 
substantiated by the limited and meager data released 
for publication. Moreover, there appear to be serious 
errors of omission, and the data presented could be 
considered inadequate. 

The chief finding that has been widely quoted in 
the American press is that the net cost of prolonged 
illness per worker amounted to 13% of annual income. 
On the basis of this publicized finding, moreover, the 
authors have drawn a basic conclusion, stated on page 
14 of the report, “when the illness is serious and a 
period of disability is prolonged, the financial burden 
may well be insurmountable. The catastrophe is aug- 
mented when such illness involves a worker, a wage 
earner—faced with both the loss of income and the 
medical care cost. . .. With these cases multiplied by 
the thousands across the nation we indeed, are faced 
with a social security problem.” 

For reasons presented below, there is objection to 
both the basic finding and the inference which the 
authors have drawn from it. The 138% cannot be other 
than an inflated figure. Neither the net wage loss pet 
worker nor the net medical care expenditure pet 
worker used in this figure is completely net. In making 
the deductions from the gross wage loss the author 
did not allow for all offsetting forms of “compens2- 
tion”; e. g., the income tax deduction to which the 
worker would be entitled. With respect to the medical 
care expenditure, the authors state, when shifting from 
the “average” (mean) to median value, that for the 
“average” value only benefits from group plans were 
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deducted from gross medical care expenditures, but 
that for the median value, benefits accruing from indi- 
vidual policies were also deducted. Since neither of 
the components, wage loss or medical care expen- 
diture, is truly net, the 13% can be considered inflated. 
By how much this figure was inflated cannot be stated, 
because the authors themselves did not publish 
enough data for making such a correction. 

An objection may also be lodged against the lump- 
ing of the wage loss and the medical care expenditure. 
In particular, it should be emphasized that the med- 
ical care expenditure portion of this cost of prolonged 
illness was by far the smaller part. When the “average” 
(mean) figure of 13% is employed, the net wage loss, 
which was not truly net, was more than twice as great 
(9.3%) as the medical care expenditure (3.7%), which 
was far from net. When the cost of prolonged illness 
is expressed in terms of the “median worker” and the 
netting of medical care expenditures carried out more 
carefully, the wage loss (6.7%) was more than 5 times 
as great as the medical care expenditure (1.2%). As a 
matter of fact, relative to this “median worker,” the 
annual medical care expenditure per year for pro- 
longed illness was $41, and this figure refers to only 
2.5% of all total absence periods. It is believed that 
this finding, also presented in the final report, flatly 
contradicts the introductory generalization that the 
financial burden of such illness is catastrophic and 
reveals “a social security problem.” 

Nowhere does the text justify the conclusion that 
the findings would “Provide the information upon 
which the in-plant or industrial medical program can 
plan appropriate measures for nonoccupational dis- 
abilities as effectively as they are now caring for oc- 
cupational disabilities.” Nor is it understood how the 
data provided can show the need for “. . . govern- 
mental action at Federal or State levels.” 

There are many reasons for questioning the ade- 
quacy, validity, and use of the data. Tables 30 and 31 
on page 77 of the report illustrate a recurring defi- 
ciency in the form of excessive use of percentages 
without reference to the absolute values they repre- 
sent. The percentages in the same two tables according 
to their footnote “are based on a sub-sample,” the 
source and size of which are not given. In table 81 
on page 169, and in other tables, the mean and median 
annual earnings are both represented by the same 
figure; namely, $3,485. (The mean is another form of 
average, excessively influenced by a few high values 
in a distribution, The median, still another form of 
average, is much less subject to such influence. It is 
the midvalue above and below which an equal number 
of cases appear.) Since it would not seem possible 
for these two kinds of averages to be equal with in- 
come so unevenly distributed, it would appear that an 
error in statistical method has been made. Since this 
same figure, $3,485, has been used as the basis for 
computing both the mean and median percentage of 
income lost through prolonged illness per American 
worker, it is difficult if not impossible to tell what 
reliability either of these percentages has and how to 
compare them. 
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Tables 32-33 on pages 88-89 are demonstrably in- 
correct, as any physician or research worker could 
ascertain by referring to the “International Statistical 
Classification of Diseases, Injuries and Causes of 
Death,” WHO, 1948. In fact, the so-called WHO num- 
bers appearing on pages 88-89 are not the same as 
those appearing in Appendix H of the report. 

The American Medical Association has always sup- 
ported and encouraged research to provide objective 
information on the basis of which the medical profes- 
sion, the allied professions, and other groups interested 
in the problem of illness can provide medical care to 
the American people. Its cooperation with the U. S. 
Public Health Service in the current National Health 
Surveys reflects its continuing interest in the problem of 
sickness absence. It gave financial support to the Re- 
search Council's study for the same reason. However, 
when the reports of the results of research state or 
imply that the research has fulfilled its objectives, 
when in fact it has not, then the American Medical 
Association feels bound by its duty to the medical 
profession and the public to reject such reports. 

It is unfortunate that the Research Council did not 
fulfill, or even consistently pursue, its own stated ob- 
jectives of eliciting and reflecting “all facts essential 
for objective evaluation.” 


A. M. A. TELEVISION PROGRAMS 
WIN AWARDS 


Medicine is making a name for itself in the world of 
television. Recently, three A. M. A.-sponsored pro- 
grams won national and local awards in competition 
with commercially sponsored programs. At the fourth 
American Film Assembly, sponsored by the Film Coun- 
cil of America, the A. M. A.’s newest television film 
“Even for One,” received the Golden Reel award in 
the institutional promotion category. “Monganga”—a 
filmed report on a medical missionary, produced by 
Smith, Kline & French Laboratories in cooperation 
with the A. M. A.—received the Silver Reel award at 
the same show. Locally, the A. M. A.’s second series 
of 26 programs for “Baby Time” received the Chicago 
Federated Advertising Clubs top award for “outstand- 
ing achievement in advertising by Chicago talent.” 
Thirteen selected films from this series are being made 
available for a period of one year, without charge, to 
medical societies for placement on local public service 
time. 


PHILADELPHIA CLINICAL MEETING, 
DECEMBER 3-6, 1957 


Arrangements for the Clinical Meeting in Phila- 
delphia, Dec. 3 to 6, are progressing rapidly with a 
full program of papers and talks, panels, round tables, 
color television, motion pictures, and scientific exhibits, 
all of which will be held in Convention Hall. 

Dr. Gilson Colby Engel, general chairman of the 
local committee, has reported all subcommittees ac- 
tively at work. The lecture program, arranged by Dr. 
Leandro M. Tocantins, is practically complete. The 
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color television program, under supervision of Dr. 
Lawrence Singmaster, will originate from Lankenau 
Hospital. 

Applications for time on the motion picture program 
are now being received. Requests for information 
should be addressed to the Director of Medical Tele- 
vision and Motion Pictures, Council on Scientific As- 
sembly, 535 N. Dearborn St., Chicago 10. All films are 
subject to preview at the discretion of the committee. 

Applications for space in the Scientific Exhibit must 
be submitted before Aug. 1. Application blanks, to- 
gether with other information about the Scientific 
Program, may be obtained from the Secretary, Council 
on Scientific Assembly, American Medical Association, 
535 N. Dearborn St., Chicago 10. 


DOCTORS AS DIPLOMATS 


American doctors around the world will be the 
theme of a full-hour, color “March of Medicine” tele- 
vision film to be presented this fall by Smith, Kline & 
French Laboratories with the cooperation of the 
American Medical Association. The program will be 
built around the activities of American physicians 
throughout the world who, in their devotion to their 
profession, are good will ambassadors for the United 
States. Private, missionary, military, foundation, and 
government doctors will be featured. The production 
crew will journey to a number of far-flung locations, 
including Japan, Korea, Hong Kong, Nepal, India, 
Sarawak, Indonesia, Iran, Turkey, Ethiopia, France, 
and Guatemala. This “March of Medicine” program 
will be telecast over the NBC television network on 
Tuesday, Dec. 3, from 9:30 to 10:30 p. m., EST, during 
the A. M. A. Clinical Session in Philadelphia. 


INDUSTRIAL NURSES MEET 


The Committee on Industrial Nursing, recently es- 
tablished by the Council on Industrial Health of the 
American Medical Association, held its first meeting 
on April 24, at St. Louis, during the recent Industrial 
Health Conference. This committee was created to 
provide a continuing medical-nursing forum for the 
consideration of problems of mutual concern. In 1955, 
an ad hoc committee prepared “Guiding Principles and 
Procedures for Industrial Nurses,” published in THE 
JournaL, Nov. 5, 1955; this material was widely re- 
printed in other journals and also reprinted in booklet 
form. 

That the industrial nurse is an important member of 
the industrial health team has long been recognized 
by industrial physicians. Occasionally, industrial nurs- 
ing is confronted with developments having broad im- 
plications, such as those involving fundamental princi- 
ples of practice or relationships. These issues deserve 
an impartial analysis by sympathetic, but pragmatic, 
leaders of both professions and the active cooperation 
of the medical profession in the solution of the prob- 
lem. Some of the subjects considered at this time by 
the Committee are professional supervision (in fact 
or -attempted )-of industrial nurses by nonmedical per- 
sonnel (a practice reported to exist in several areas ); 
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the difficulty some nurses appear to have in obtaining 
signed guiding procedures; failure to maintain th, 
confidential nature of medical department record 
and the professiona! liability status of industrial nurse; 
under insurance policies carried by their employers 

The members of the committee are Dr. Jermyn F 
McCahan, Chairman; Dr. David H. Goldstein: Dp; 
Emmett B. Lamb; Katharine A. Lembright, R.N.; D; 
O. Tod Mallery |r.; Dr. Charles F. Shook; Sara P. Wag. 
ner, R.N.; and Mr. Clark D. Bridges. The Committe 
will function under the aegis of the Committee oy 
Interprofessional Relations of the Council on Industria! 
Health. The next meeting is scheduled for Septembe: 
in New York City. 


INTERPROFESSIONAL COUNCIL 
OF CINCINNATI 


In 1955 the Academy of Medicine of Cincinnati, i 
dealing with problems concerning the Workman\ 
Compensation Law, Aid for the Aged, and _ other 
agencies, found that its colleagues in the professions 
of pharmacy, dentistry, and nursing were experiencing 
similar problems. In an effort to discuss and search 
for a solution to these mutual problems the academ 
took the initiative in sponsoring a meeting of represent. 
atives of the allied professions. 

The first and subsequent meetings were fruitful 
and new facets, such as joint legislative activity ani 
public relations, were developed, making possible th 
formation of the Interprofessional Council of Cincin- 
nati, made up of representatives of the Academy of 
Medicine, the Cincinnati Dental Society, the Cincir- 
nati Academy of Pharmacy, the Cincinnati Veterinan 
Medical Society, and the Ohio State Nurses Associa- 
tion district 8. 

Now well into its second year of existence, this 
council is firmly established as an integral part of the 
medical program in Cincinnati. It is believed that to 
provide the best health care for the citizens in a con- 
munity is a task requiring the cooperative efforts not 
only of physicians but of the allied licensed professions 
as well, All five professions are concerned with the 
prescribing, compounding, dispensing, or administra- 
tion of drugs, All deal in some manner with narcotics. 
There is a mutual interest in the prevention of disease 
and the best care for the ill and injured. 

The fields of public relations for the five professions 
have many aspects in common, A great deal can be 
accomplished not only by coordinating the public 
relations activity but also in joint action. As the first 
public relations project of the council, an exhibit was 
produced which accentuated the necessity for teat- 
work among the professions in order to safeguard the 
health of the community. The exhibit has been on dis- 
play almost continuously for 18 months in public 
buildings, schools, health fairs, and medical meetings 
Requests have come from not only the Cincinnati 
area but as far away as Texas. 

The idea of an interprofessional council has bee! 
a worth while effort in public relations, the academy 
feels, and has served as a vehicle for increased under- 
standing and cooperation between the members of 
the allied professions. 
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MEDICAL NEWS 


DISTRICT OF COLUMBIA =.- 


Establish Allergy Society.—At the founders’ meeting of 
the Allergy Society of the District of Columbia held 
May 22, the following officers were elected: president, 
Dr. Alvin Seltzer; vice-president, Dr. Ellis April; sec- 
retary-treasurer, Dr. Marvin Fuchs, Appointed to the 
executive committee were Dr. Harry S. Bernton and 
Dr. William A. Howard. Organizations interested in 
affiliation and prospective applicants for membership 
my obtain information from the secretary, at 5315 Con- 
necticut Ave., N. W., Washington 15, D. C. 


Personal.—Dr. Ernest W. Goodpasture, scientific di- 
rector, department of pathology, Armed Forces Insti- 
tute of Pathology, recently received the honorary de- 
sree of doctor of laws from Tulane University, New 
Orleans, La. Dr. Goodpasture, who has been scientific 
director since July 1, 1955, received the Howard 
Taylor Ricketts award from the University of Chicago 
in 1955 for his work on infectious diseases and the 
Passano Foundation award for the advancement of 
medical research from Vanderbilt University School 
of Medicine, Nashville, Tenn., in 1946. 


GEORGIA 


Personal.—Dr. Russell H. Oppenheimer, former dean 
of Emory University School of Medicine, Atlanta, re- 
cently received an honorary degree of doctor of science 
from that university. Since his retirement from Emory 
in 1954, Dr. Oppenheimer has served as director of 
medical education at Baptist Hospital, Jacksonville. 


Cancer Award to Dr. Scarborough.—The 1956 Ameri- 
can Cancer Society award for “distinguished service 
in cancer control” was presented recently to Dr. J. 
Elliott Scarborough, director, Winship Clinic, Emory 
University, Atlanta. Dr. Scarborough is a member of 
the board of directors of the American Cancer Society 
and is chairman of the executive committee of the 
Georgia Division. 


ILLINOIS 


Society News.—The following members of the Illinois 
Psychiatric Society were elected to office for the com- 
ing year: president, Dr. Kalman Gyartas; vice-presi- 
dent, Dr. Nathaniel S$. Apter; and secretary-treasurer, 
Dr. Alberto De la Torre. 


MARYLAND 


Grant to Johns Hopkins for Respiratory Disease Re- 
search—A 10-year grant totaling $1,056,000 has been 
made to the Johns Hopkins University School of Hy- 
giene and Public Health by the National Drug Com- 


Physicians are invited to send to this department items of news 
of general interest, for example, those relating to society activities, 
new hospitals, education, and public health. Programs should be 
received at least three weeks before the date of meeting. 


pany of Philadelphia, a subsidiary of the Vick Chem- 
ical Company, New York, it was announced recently. 
The grant will support a research project under the 
direction of Winston H. Price, Ph.D., associate pro- 
fessor of epidemiology and biochemistry. Purpose of 
the grant is “to enable Dr. Price to carry out a research 
program in the field of upper respiratory tract dis- 
eases, the common cold, streptococcal infections of the 
upper respiratory tract, and complications resulting 
from such infections, particularly rheumatic heart dis- 
ease.” As of July 1, also, according to the announce- 
ment, Dr. Price became director of the newly-created 
division of medical ecology in the department of epi- 
demiology of the school. The new division has been es- 
tablished to train investigators and to carry out re- 
search, using combined clinical, field, and laboratory 
studies in heart disease and upper respiratory infec- 
tions due to viruses. 


MASSACHUSETTS 


Boston University Research Grants.—Boston Universi- 
ty has received a total of nearly $528,000 in renewal 
grants for specialized research projects. The awards 
are for various studies being conducted at the uni- 
versity's graduate school and School of Medicine, un- 
der the sponsorship of federal and local agencies. 
Largest of the renewal grants is a five-year award of 
$497,196 to George P. Fulton, Ph.D., of the biology 
department at the graduate school, who is directing a 
longitudinal study of aging under the sponsorship of 
the National Institutes of Health, and who also re- 
ceived a new appropriation of $21,118 from the Office 
of the Surgeon General, Department of the Army, 
for a study involving the evaluation of plasma ex- 
pander to be utilized in the event of a shortage of 
whole blood plasma. 

Other renewal grants include a one-year award of 
$5,462 from the Massachusetts Heart Association for 
a study of the relationship between pulmonary embol- 
ism and heart reflexes, under the direction of Dr. 
John J. Byrne, of the School of Medicine. The depart- 
ment of pharmacology was awarded a new grant of 
$4,280 by the National Institutes of Health for research 
concerning the action of pencillinase inhibitors, under 
the supervision of Dr. Chester S. Keefer, dean of the 
School of Medicine. 


MICHIGAN 

Study of Carbon Monoxide on Detroit Streets.—A 
grant of $44,000 from the United States Public Health 
Service has been made available for the study of car- 
bon monoxide in the surface atmosphere on the streets 
of Detroit. The University of Michigan and the City of 
Detroit are cooperating in the project. Field work is in 
progress with the assistance of the Detroit Department 
of Health, the Detroit Police Department, the Depart- 
ment of Streets and Traffic, the Detroit Street Railway, 
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and the Detroit Edison Company. Initial studies re- 
cording the amount of carbon monoxide in the air 
throughout the day and night have indicated that the 
depressed expressways have less carbon monoxide in 
the air over them than on surface streets. It was re- 
ported that the study should reveal whether or not 
there is any relation between carbon monoxide concen- 
trations on the street and traffic accidents and the 
possible implications in some aspects of occupational 
health. The investigators are interested in those who 
drive a great part of the day or night, taxi drivers, 
truckers, delivery men, policemen, traffic directors, 
and others exposed to the potential hazards of air with 
a high carbon monoxide content. 


MISSOURI 


Muscular Dystrophy Clinic in Kansas City.—Establish- 
ment of a new Muscular Dystrophy Clinic in Kansas 
City with a $2,500 allocation from the greater Kansas 
City Chapter of Muscular Dystrophy Associations of 
America, Inc., has been announced. The new clinical 
facility, installed at the Rehabilitation Institute, is un- 
der the direction of Dr. Edward B. Shires. In addition 
to medical supervision, services will include physical 
therapy, occupational therapy, and psychological and 
social services for patients with muscular dystrophy 
and allied diseases. This grant is part of the latest 
allocations from the dystrophy associations totalling 
$165,512 to support research in muscular dystrophy, 
and to establish or maintain clinic services. 


NEW JERSEY 


Society News.—The newly elected officers of the Ra- 
diological Society of New Jersey are as follows: presi- 
dent, Dr. Louis J. Levinson; vice-president, Dr, George 
G. Green; treasurer, Dr. William L. Palazzo; secretary, 
Dr. Andrew P. Dedick Jr. 


Student Education and Loan Fund.—The New Jersey 
Chapter of the American College of Surgeons recently 
established a combined Medical Student Educational 
and Loan Fund limited to bona fide residents of New 
Jersey. Two thousand dollars annually are being set 
aside by this organization on which medical students 
in good standing may draw up to the maximum of one 
thousand dollars yearly, The student is expected to 
have his internship in New Jersey and must be a quali- 
fied medical student in good scholastic standing in 
school. Although the students are not required to re- 
pay the loan, it is deemed advisable that to be able 
to help others repayment be effected when in prac- 
tice. A needy individual may qualify for the maximum 
loan for four years, Applications for a loan may be 
made to the secretary, Dr. Benjamin Daversa. New 
Jersey Chapter, American College of Surgecns, 209 
Passaic Ave., Spring Lake, N. J. 


NEW YORK 


Society News.—At a recent meeting of the Queens 
Pediatric Society the following officers were elected: 
president, Dr. Abram S. Tepper; vice-president, Dr. 
Ben Goldsmith; secretary, Dr. Emanuel Fletcher; and 
treasurer, Dr. Frederick Castrovinci.--—Officers of the 
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Radiological Society of the State of New York includ 
the following: president, Dr. Percival A. Robin, Map. 
hasset; vice-president, Dr. John F. Roach, Albany. 
and secretary-treasurer, Dr. Mario C, Gian, Buffaly 


New York City. 

Rubin Award to Dr. Hoch.—The Samuel Rubin awar) 
for outstanding achievements in the field of mental 
health was presented to Dr. Paul H. Hoch, New York 
State Commissioner of Mental Hygiene, at the annua! 
diriner of the Postgraduate Center for Psychotherapy 
recently. This annual award carries with it a grant 
of $2,500 from the Samuel Rubin Foundation, Dr; 
Hoch, who received his medical training at Goettingen 
University, Germany, has held hospital positions jn 
Switzerland, Germany, and in several U. S. hospitals 
prior to his appointment in .1955 as commissioner of 
mental hygiene of the State of New York. He is pres. 
ently professor of clinic psychiatry, Columbia Uni- 
versity College of Physicians and Surgeons. 


OHIO 


Personal.—Dr. Donald J. Lyle, director, department o/ 
ophthalmology, University of Cincinnati College of 
Medicine, recently delivered the Moynihan Lecture 
before the Royal College of Surgeons of England in 
London. He addressed also the section of ophthalmo!- 
ogy of the Royal Society of Medicine at the University 
of London, and a joint meeting of the Scottish Oph. 
thalmological Club and North of England Ophthalmo- 
logical Society at the Edinburgh Infirmary. 


Appoint Department Chairmen.—Promotions of two 
staff members in the College of Medicine to depart- 
ment chairmanships were announced recently by the 
board of trustees, Ohio State University, Columbus. 
John B. Brown, Ph.D., has become chairman, depart- 
ment of physiological chemistry and pharmacology. 
succeeding Dr. Clayton S. Smith, who has reached 
the retirement age of 70. Linden F. Edwards, Ph.D.. 
was named to head the department of anatomy, to 
succeed Ralph A. Knouff, Ph.D., who has asked to be 
relieved of administrative duties to devote his time to 
teaching and research. Dr. Brown has been a stall 
member since 1924. Since 1950 he also has been direc- 
tor of the university’s Institute of Nutrition and Food 
Technology. Dr. Edwards joined the staff of the de- 
partment of anatomy as assistant professor in 192%. 
Dr. Smith retires from the university after 37 years of 
service, starting in 1920 when he became assistant 
professor of physiological chemistry. He was promoted 
to professor and chairman the following year. Dr. 
Knouff has served on the university staff for 40 years. 
He has been professor of anatomy and chairman since 


1931. 


OKLAHOMA 

State Medical Election.—At a recent meeting of the 
Oklahoma State Medical Association the following 
officers were elected for 1957-1958: president, Dr. John 
F. Burton, Oklahoma City, succeeding Dr. Harold . 
McClure, Chickasha; president-elect, Dr, Eldon ©. 
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Mohler, Ponca City; vice-president, Dr. Johnny Blue, 
Oklahoma City; and secretary-treasurer, Dr. Malcolm 
Phelps, E] Reno. 


Personal.—Dr. Ferdinand R. Hassler, director of lab- 
oratories for the State Health Department, has been 
named chairman of the state committee on regional 
laboratory resources, a U. S. Public Health Service 
group formed to determine the resources available for 
civil defense in the event of biological warfare. 


OREGON 

Establish Tuberculosis Fellowship.—The Oregon Tu- 
berculosis and Health Association recently announced 
the establishment of a Grover C. Bellinger Fellowship 
in the pulmonary function laboratory at the University 
of Oregon Medical School, Portland. The fellowship 
was created as a tribute to the late Dr. Bellinger for 
his “40 years service as superintendent of the tubercu- 
losis hospital at Salem.” A check for $5,000 for the first 
two years was given to Dr. Charles N. Holman, ad- 
ministrator of the medical school. 


WEST VIRGINIA 
Organize State Allergy Society.—At a recent organiza- 
tional meeting of the West Virginia State Society of 
Allergy, Dr. Merle S. Scherr, Charleston, was elected 
president, and Drs. John A. B. Holt and Marshall J. 
Carper, also of Charleston, were elected vice-president 
and secretary, respectively. The announced objects 
are to unite the allergists in West Virginia into a “rep- 
resentative organization for the furtherance of the 
practices of allergy as a specialty and to study the 
various aspects of allergy in order to maintain high 
standards of practice and scientific teaching.” 

The society is now making plans for conducting air- 
borne pollen and mold surveys in this state. 


GENERAL 

Diabetes Society Awards.—Citations and awards for 
diabetic research and service were recently presented 
by the American Diabetes Association. Dr. Solomon 
A. Berson, chief, radioisotope service, Veterans Admin- 
istration Hospital, the Bronx, received the Lilly award, 
a medal and $1,000. Dr. Dewitt Stetten Jr., associate 
director in charge of research of the National Institute 
of Arthritis and Metabolic Disease at the National 
Institute of Health, Bethesda, Md., received a Banting 
medal for his contribution to the knowledge of dia- 
betes. The medal is named for F. G. Banting, who, with 
C. H. Best, first extracted insulin. A Banting medal was 
also given to John R. Murlin, Ph.D., professor emeritus, 
department of physiology, University of Rochester 
School of Medicine and Dentistry. 


Personal.—Appointment of Dr. John H. Peters as assist- 
ant medical director for research, American Heart As- 
sociation, was announced recently by Dr. Eugene B. 
Ferris, medical director of the association. Dr. Peters, 
who has been clinical associate professor of medicine, 
Emory University, Atlanta, Ga., since 1955, will be re- 
sponsible for administering the national research sup- 
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port program conducted by the association and its 
affiliates.-—Appointment of Dr, Frederick D. Mott 
as full-time executive director for the Community 
Health Association was announced recently by the 
board of the association. Dr. Mott is presently medical 
administrator of the Miners Memorial Hospital Asso- 
ciation and senior medical consultant of the Welfare 
and Retirement Fund, United Mine Workers. 


Prevalence of Poliomyelitis.—According to the National 
Office of Vital Statistics, the following number of re- 
ported cases of poliomyelitis occurred in the United 
States, its territories and possessions in the weeks end- 
ed as indicated: 
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Dr. Krayer Honored.—Dr. Otto Krayer, Charles Wilder 
Professor of Pharmacology and head, department of 
pharmacology, Harvard University, Boston, conveyed 
the greetings of the faculty of medicine at Harvard to 
to the faculty of medicine at the University of Frei- 
burg during ceremonies commemorating the 500th 
anniversary of the founding of the German institution 
recently. The University of Freiburg conferred on Dr. 
Krayer the honorary doctorate of medicine during the 
quincentenary. Prior to coming to the United States in 
1937 as an associate professor of pharmacology at 
Harvard Medical School, Dr. Krayer had been in 
charge of the Pharmacological Institute in Berlin 
(1932-1933), He lift Germany in 1933 to become a 
Rockefeller Fellow at University College, London, re- 
maining there until 1934 when he was named professor 
of pharmacology at American University, Beirut. He 
became head of the devartment of pharmacology at 
Harvard in 1951. 


Congress on Endoscopic Photography.—The first Inter- 
national Congress of Endoscopic Photography was held 
at the Hotel Commodore, New York City, June 3-4. 
Members from seven foreign countries and the United 
States participated. Among other things, high speed 
(5000 frames per second ) laryngeal photography, and 
closed-circuit television transmission of the field visual- 
ized through the bronchoscope were demonstrated. 
Intracardiac photography through the cardioscope was 
also illustrated. 

The meeting was held under the presidency of Dr. 
Paul H. Holinger, of Chicago, with Dr. Chevalier L. 
Jackson, of Philadelphia, as secretary. 


Nutrition Research Grants. —Grants-in-aid in the 
amount of $95,393 have been awarded in the first half 
of 1957 to university investigators for research in nutri- 
tional biochemistry and metabolism, it was announced 
recently by Dr. Robert S$. Goodhart, scientific director, 
National Vitamin Foundation, New York City. 


FOREIGN 


Forensic Pathology Meeting in Brussels.—An interna- 
tional meeting of forensic pathology will be held in 
Brussels, Belgium, July 20-21, following the third Inter- 
national Congress of Clinical Pathology. Subjects for 
discussion include strangulation; firearm wounds, with 
a demonstration by M. Saive; role of the chemist in 
forensic pathology; and a model medico-legal investi- 
gation of homicide. Scientific sessions will be held at 
the Palais de Justice July 20 and at the department of 
forensic medicine, University of Ghent, July 21. A pro- 
gram of entertainment includes an informal dinner and 
tours. Registration fee is 22 ($5.60). For information 
write Dr. Arthur H. Dearing, Executive Secretary, Col- 
lege of American Pathologists, Prudential Plaza, Chi- 
cago 1. 


CORRECTION 


Dosage of Prednisone.—In the Medical Literature Ab- 
stract “Prednisone in Acute Hepatitis,” which appeared 
in THE JouRNAL, June 15, page 803, the dosage should 
have read 15 mg. of prednisone daily instead of 15 Gm. 


J.A.M.A., July 13, 1957 


EXAMINATIONS 
AND LICENSURE 


National Board of Medical Examiners 


NATIONAL BOARD OF MEDICAL EXAMINERS: Part I. Various Cep. 
ters, Sept. 3-4. Sec., Dr. John B. Hubbard, 133 South 36th 
St., Philadelphia 4. 


Medical Specialty Boards 


AMERICAN Boarb OF ANESTHESIOLOGY: Part 1. Various locations 
July 19. Final date for filing application was Jan. 19. Americay 
Board of Anesthesiology. Oral. Washington, Oct. 28-Nov. |, 
Sec., Dr. Curtiss B. Hickcox, 80 Seymour St., Hartford 15. 

AMERICAN Boarp OF DerMaToLocy: Oral. Baltimore, Oct. 
13. Final date for filing application was April 1. Sec., Dr 
Beatrice Maher Kesten, One Haven Ave., New York 32. 

AMERICAN BoarD OF INTERNAL MEDICINE: Written. Oct. 2, 
Oral. Los Angeles, Sept. 11-14. Final date for filing applica. 
tions was Feb. 1. Exec. Sec., Dr. W. A. Werrell, 1 Wes 
Main St., Madison 3, Wis. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Examination 
given twice annually, in the spring and fall. In order to be 
eligible a candidate must have his application filed at least six 
months before the examination time. Sec., Dr. Leonard T. Fur- 
low, Washington University School of Medicine, St. Louis 10. 

AMERICAN BOARD OF OBSTETRICS AND GYNECOLOGY: Part |. 
Chicago, Jan. 2. Part II]. Chicago, May 7-17. Final date for 
filing application is September 1. Sec., Dr. Robert L. Faulk- 
ner, 2105 Adelbert Road, Cleveland 6. 

AMERICAN BOARD OF OPHTHALMOLOGY: Oral. Chicago, Oct. 
7-11. Written. January 1958. Final date for filing application 
was July 1. Sec., Dr. Merrill J. King, Box 236, Cape Cottage 
Branch, Portland 9, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SuRGERY: Part II. New York 
City, Jan. 29-31, 1958. Final date for filing application is 
August 15. Sec., Dr. Sam W. Banks, 116 South Michigan 
Avenue, Chicago 3. 

AMERICAN BoarD OF OTOLARYNGOLOGY: Chicago, Oct. 7-11. 
Final date for filing application was in April. Sec., Dr. Dean 
M. Lierle, University Hospitals, lowa City. 

AMERICAN Boarp OF PaTHOLocy: Oral and Written. Pathologic 
Anatomy and Clinical Pathology. New Orleans, Sept. 26-28. 
Final date for filing application is August 15. Sec., Dr. 
Edward B. Smith, Indiana University Medical Center, Indi- 
anapolis 7. 

AMERICAN BoarpD OF PLastic SurGERyY: Oral and Written 
Examination. San Francisco, Oct. 31-Nov. 2. Final date for 
filing case reports was July 1. Corresponding Sec., Miss Es- 
telle E. Hillerich, 4647 Pershing Ave., St. Louis 8. 

AMERICAN Boarp OF Procto.ocy:; Oral and Written. Parts I and 
Il. September. Sec., Dr. Stuart T. Ross, 520 Franklin Ave., 
Garden City, N. Y. 

AMERICAN Boarp OF PsyCHIATRY AND NeuRo.Locy: New York, 
Dec. 16-17. San Francisco, March 17-18. Sec., Dr. David A. 
Boyd, Jr., 102-110 Second Ave., S. W., Rochester, Minn. 

AMERICAN Boarp oF RaproLocy: Washington, Sept. 23-28. Final 
date for filing application was June 1. Sec., Dr. H. Dabney 
Kerr, Kahler Hotel Bldg., Rochester, Minn. 

AMERICAN BoaRD OF SuRGERY: Part II, Buffalo, Sept. 23-24: 
New Haven, Oct. 21-33; Indianapolis, Nov. 18-19; Cincinnati, 
Dec. 16-17; New Orleans, Jan. 13-14; Durham, N. Car., Feb. 
10-11; Baltimore, March 10-11; Chicago, May 12-13; Lo 
Angeles, June 16-17 and Portland, Oregon, June 20-21. Sec., 
Dr. John B. Flick, 225 So. 15th St., Philadelphia 2. 

AMERICAN Boarp oF UroLocy: Written examination. Various 
cities throughout the country. Pathology and Oral Clinical. 
February 1958. Location not decided. Exec. Secretary, M®. 
Ruby L. Griggs, 30 Westwood Road, Minneapolis 16. 

Boarp oF THORACIC SuRGERY: Written. Various centers through 
out the country, September 1957, and the closing date for 
registration was July 1, 1957. Sec., Dr. William H. Tuttle, 
1151 Taylor Ave., Detroit 2. 
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DEATHS 


Francis, Edward, Medical Director, U. §S. Public 
Health Service, retired, Washington, D. C., born in 
Shandon, Ohio, March 27, 1872; University of Cin- 
cinnati College of Medicine, 1897; joined the public 
health service in 1900 as a bacteriologist; appointed 
medical director in 1930; retired Jan. 1, 1938; re- 
nowned as an authority on tularemia, popularly 
called rabbit fever, was awarded a Gold Medal of the 
American Medical Association in 1928 for his con- 
tributions to the knowledge of tularemia; a service 
member of the American Medical Association; mem- 
her of the Phi Delta Theta and Sigma Xi fraternities 
and the Association of Military Surgeons of the United 
States; awarded the LL.D from Miami (Ohio) Uni- 
versity in 1929 and an honorary D.Sc., from Ohio 
State University, Columbus, in 1933; author of “Tula- 
remia Francis” and bulletins and papers on yellow 
fever, pellagra, tetanus, filariasis, rat-bite fever, undu- 
lant fever, relapsing fever, athlete’s foot, and tula- 
remia; died in the Waverly Sanitarium, Rockville, Md., 
April 14, aged 85. 


Martin, Joseph Ignatius, Major General, U.S. Army, 
retired, Santa Rosa, Calif.; born in Chicago, Feb. 1, 
1894; Chicago Medical School, 1918; commissioned in 
the Medical Corps of the U.S. Army in 1920; during 
World War II served as surgeon general for the Fifth 
Army in Africa and Italy, after having been instru- 
mental in establishing the Medical Replacement Train- 
ing Center at Camp Grant, IIl.; also served as chief 
surgeon of the Western Pacific theater and as chief 
surgeon of Army Forces in the Pacific; from 1946 to 
1953 was commandant of the Medical Field School 
and commanding general of Brooke Army Medical 
Center at Fort Sam Houston, Texas; past-president of 
the Association of Military Surgeons of the United 
States; prior to his retirement from active duty in 
November, 1955, served as chief surgeon of the U.S. 
Army Forces in Europe; recipient of the Distinguished 
Service Medal, the Legion of Merit, and of decorations 
for distinguished service from seven foreign nations; 
died April 13, age 63, of coronary thrombosis. 


Mencken, Harry Philip, Flushing, N. Y.; born Oct. 25, 
1884; University and Bellevue Hospital Medical Col- 
lege, New York City, 1908; specialist certified by the 
American Board of Obstetrics and Gynecology; an 
associate member of the American Medical Associa- 
tion; fellow of the American College of Surgeons; 
past-president of the Medical Society of the County 
of Queens and the Queensboro Surgical Society; 
served in France during World War I; consultant in 
obstetrics and gynecology, Queens General Hospital, 
Jamaica; consultant in obstetrics, St. John’s Long Is- 
land City Hospital, Long Island City, where he was 
president of medical board, and the Rockaway Beach 
(N. Y.) Hospital; died April 21, aged 72, of arterio- 
sclerotic heart disease. 


* Indicates Member of the American Medical Association. 


Paegel, Hollis Arthur ® Corona de! Mar, Calif.; born 
in Fargo, N. D., Oct. 2, 1919; Tufts College Medical 
School, Boston, 1944; interned at Newton Hospital 
in Newton, Mass.; served a residency at the Ball 
Memorial Hospital in Muncie, Ind., Milwaukee (Wis.) 
Hospital, and the Orange County (Calif.) General Hos- 
pital; certified by the National Board of Medical Ex- 
aminers; specialist certified by the American Board 
of Obstetrics and Gynecology; captain in the medical 
corps, Army of the United States, 1946-1947; on the 
staffs of the Orange County General and St. Joseph 
hospitals, Orange, and the Hoag Memorial Hospital- 
Presbyterian, Newport Beach; died April 2, aged 37, 
of injuries received in an automobile accident. 


Martin Mary Elizabeth * Billings, Mont.; born in Salt 
Lake City Oct. 20, 1907; Northwestern University 
Medical School, Chicago, 1941; specialist certified by 
the American Board of Pathology; member of the 
College of American Pathologists and the American 
Society of Clinical Pathologists; awarded the Joseph 
A. Capps Prize for Medical Research in 1942 by the 
Institute of Medicine of Chicago; pathologist at the 
Deaconess Hospital; consultant for the Veterans Ad- 
ministration Hospital in Miles City, and the Deaconess 
Hospital; died March 31, aged 49, of glioma of the 
left temporal lobe of the brain. 


Steinbugler, William Francis C. ® Brooklyn; born in 
New York City June 2, 1886; Cornell University Med- 
ical College, New York City, 1908; specialist certi- 
fied by the American Board of Ophthalmology; mem- 
ber of the American Academy of Ophthalmology and 
Otolaryngology; fellow of the American College of 
Surgeons; past-president of the Brooklyn and New 
York Ophthalmological societies and of the Flatbush 
Medical Society; associated with the Mary Immacu- 
late Hospital in Jamaica, Caledonian, Midwood, and 
Brooklyn Eye and Ear hospitals; died April 7, aged 
70, of uremia and malignancy. 


Fairing, John Walker, Shaker Heights, Ohio; Balti- 
more Medical College, 1898; an associate member of 
the American Medical Association; specialist certified 
by the American Board of Ophthalmology and the 
American Board of Otolaryngology; member of the 
Medical Society of the State of Pennsylvania; fellow 
of the American College of Surgeons; formerly prac- 
ticed in Greensburg, Pa., where he was on the staff of 
the Westmoreland Hospital; died in the College Hill 
Hospital, Dayton, April 12, aged 84, of coronary 
thrombosis and pneumonia. 


Meyer, Keith Thomas ® Evansville, Ind.; Loyola Uni- 
versity School of Medicine, Chicago, 1917; specialist 
certified by the American Board of Radiology; mem- 
ber of the Radiological Society of North America and 
the American College of Radiology; served as secre- 
tary of the Vanderburgh County Medical Society; 
veteran of World War I; associated with the Welborn 
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Memorial Baptist Hospital and the Protestant Deacon- 
ess Hospital; died in St. Mary’s Hospital March 13, 
aged 65. 


Anigstein, Luba Esther ® Galveston, Texas; University 
of Dorpat Faculty of Medicine, Russia, 1915; on the 
staff of the John Sealy Hospital, where she died April 
14, aged 66, of carcinoma of the stomach. 


Arbaugh, Edward Vincent Sr., Martins Ferry, Ohio; 
College of Physicians and Surgeons, Baltimore, 1900; 
served on the staff of the Martins Ferry Hospital; 
died April 3, aged 81, of pneumonia. 


Baird, Albert Arthur, Caryville, Tenn.; Tennessee 
Medical College, Knoxville, 1905; died in the LaFol- 
lette (Tenn.) Community Hospital April 9, aged 74. 


Balcom, Fred Orville, Providence, R. I.; Yale Univer- 
sity School of Medicine, New Haven, 1905; died 
April 13, aged 77, of hypertension, vascular heart dis- 
ease, and acute glomerulonephritis. 


Bausch, Frederick Rudolph, Allentown, Pa.; Univer- 
sity of the South Medical Department, Sewanee, Tenn., 
1904; past-president of the Lehigh County Medical 
Society; an associate member of the American Med- 
ical Association; for many years city health officer 
and county coroner; on the staff of the Sacred Heart 
Hospital; died April 4, aged 77, of carcinoma of 
the colon. 


Blakey, Halbert Brush ® Columbus, Ohio; Rush Med- 
ical College, Chicago, 1906; served on the faculty of 
the Ohio State University College of Medicine; vet- 
eran of World War I; member of the Columbus 
Academy of Medicine; on the staffs of Grant and St. 
Francis hospitals; died in Mount Carmel Hospital 
April 10, aged 77. 


Bray, Mary Bassett, Minneapolis; University of Minne- 
sota College of Medicine and Surgery, Minneapolis, 
1895; died in the Mount Sinai Hospital March 17, 
aged 92. 


Brewer, Albert David, Kalispell, Mont.; Harvard Med- 
ical School, Boston, 1901; served as president of the 
Montana Public Health Association; an associate 
member of the American Medical Association; at one 
time practiced in Bozeman, where he was city-county 
health officer; died in Missoula April 13, aged 82, of 
bronchiectasis. 


Brucker, Matthew William ® Chicago; College of 
Physicians and Surgeons of Chicago, School of Medi- 
cine of the University of Illinois, 1906; died in St. 
Anne’s Hospital April 23, aged 75, of cerebral hemor- 
rhage, arteriosclerosis, and hypertension. 


Bryce, Edwin Clinton ® Richmond, Va.; University 
College of Medicine, Richmond, 1910; on the staffs of 
the Retreat for the Sick, Richmond Eye, Ear, Nose 
and Throat Hospital, and the Grace Hospital, where 
he died April 15, aged 72, of acute leukemia and 
bronchopneumonia. 


Ee Burke, Walter Howing ® Springfield, Mo.; Washing- 
ton University School of Medicine, St. Louis, 1926; 
died in the Burge Hospital April 15, aged 57. 


J.A.M.A., July 13, 1957 


Burt, Charles Ward, West Des Moines, Iowa; College 
of Physicians and Surgeons of Chicago, School of 
Medicine of the University of Illinois, 1901; served 
as mayor and president of the school board; died in 
the Iowa Methodist Hospital, Des Moines, April 4, 
aged 83, of cancer. 


Campbell, William Bedford, Cleveland, Tenn. (li- 
censed in Tennessee in 1908); served as surgeon for 
the Southern Railway System; on the staff of the Brad- 
ley County Memorial Hospital; died April 14, aged 76, 
of coronary thrombosis. 


Class, Ferdinand L., Minneapolis; Bennett College of 
Eclectic Medicine and Surgery, Chicago, 1898; Rush 
Medical College, Chicago, 1899; died in Robbinsdale 
March 21, aged 89. 


Cohn, Mendel Leopold ® San-Francisco; University 
of California School of Medicine, San Francisco, 1917; 
specialist certified by the American Board of Pedi- 
atrics; charter member of the American Academy of 
Pediatrics; veteran of World War I; on the staffs of 
the Hospital for Children, French Hospital, Mount 
Zion Hospital, and St. Mary’s Hospital, where he died 
March 16, aged 66. 


Comins, James Brooks ® Springfield, Mass.; Hahne- 
mann Medical College and Hospital of Philadelphia, 
1899; past-president of the Springfield Academy of 
Medicine; on the staffs of the Wesson Maternity Hos- 
pital and the Wesson Memorial Hospital, where he 
was a trustee; died April 3, aged 85, of angina pectoris 
and sclerotic heart disease. 


Cooke, Charles Osmond ® Providence, R. I.; Yale 
University School of Medicine, New Haven, Conn., 
1905; member of the founders group, American Board 
of Surgery; fellow of the American College of Sur- 
geons; member of the American Urological Associa- 
tion; in 1934 received the Fiske Fund Prize of the 
Rhode Island Medical Society; consultant, Rhode Is- 
land and Charles V. Chapin hospitals in Providence, 
and Westerly (R. I.) Hospital; died April 16, aged 78. 


Crandall, Arthur Murphy, Madison, Minn.; Chicago 
Homeopathic Medical College, 1896; College of Phy- 
sicians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1904; veteran of World 
War I; died in the Willmar (Minn.) State Hospital 
March 21, aged 87. 


Credle, Carroll Spencer, Ahoskie, N. C.; Medical Col- 
lege of Virginia, Richmond, 1932; member of the 
American Academy of General Practice; died April 3, 
aged 49, of coronary disease. 


Denson, Hugh Copeland, Osyka, Miss.; Birmingham 
Medical College, 1915; on the staff of the Beacham 
Memorial Hospital, Magnolia; died April 8, aged 65, 
of coronary occlusion. 


Dewar, Murray McColl ® Grand Rapids, Mich.; De- 
troit College of Medicine and Surgery, 1920; specialist 
certified by the American Board of Ophthalmology; 
member of the American Academy of Ophthalmology 
and Otolaryngology; consultant, Blodgett Memorial 
Hospital; died March 30, aged 60. 
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Dickerson, William Edwin * Danville, Va.; Medical 
College of Virginia, Richmond, 1922; specialist certi- 
fied by the American Board of Otolaryngology; mem- 
ber of the American Academy of Ophthalmology and 
Otolaryngology; veteran of World War II; on the staff 
of the Memorial Hospital, where he died March 28, 
aged 58, of esophageal hemorrhage. 


Dickson, Thomas Hunter ® St. Paul; University of 
Minnesota College of Medicine and Surgery, Minne- 
apolis, 1910; served as medical director of the Minne- 
sota Mutual Life Insurance Company; died in St. 
Luke’s Hospital March 10, aged 73. 


Doepp, William Clarence ® Blue Island, Ill.; Rush 
Medical College, Chicago, 1925; fellow of the Inter- 
national College of Surgeons and the American Col- 
lege of Surgeons; member and _ past-president and 
secretary of the staff, St. Francis Hospital; died April 
30, aged 58, of chronic cor pulmonale. 


Dunn, Horace Bonsey ® Spring Valley, Ill.; Bennett 
College of Eclectic Medicine and Surgery, Chicago, 
1906; veteran of the Spanish American War; received 
a medal, May 17, 1928, from the British government 
for his assistance in rescuing passengers of the British 
ship Worcestershire which was sunk by a submarine 
off the coast of South Africa in 1917; served in the 
capacity of a civilian physician on board at this time; 
died in the Elgin (Ill.) State Hospital Feb. 25, aged 79. 


Eskelson, Farley Gilbert ® Vernal, Utah; Northwest- 
ern University Medical School, Chicago, 1923; mem- 
ber of the American Academy of General Practice; 
served as president of the Uintah Basin County Med- 
ical Society and was a vice-president of the Utah 
State Medical Association; died in the Uintah County 
Hospital March 28, aged 71, of uremia. 


Ewens, Arthur Edward ® Haddonfield, N. J.; Univer- 
sity of Maryland School of Medicine, Baltimore, 1904; 
died in the Cooper Hospital, Camden, Jan. 18, aged 
75, of cerebral hemorrhage. 


Faison, John Butler © Jersey City, N. J.; University of 
Virginia Department of Medicine, Charlottesville, 
1925; specialist certified by the American Board of 
Radiology; member of the International College of 
Surgeons and the American Radium Society; on the 
staffs of the St. Mary’s Hospital, Hoboken, Christ, 
Fairmount, and St. Francis hospitals, and the Jersey 
City Medical Center, where he died March 11, aged 
61, of hemorrhage from esophageal varices. 


Flory, George W. ® Eaton, Ohio; Physio-Medical 
College of Indiana, Indianapolis, 1888; served as 
mayor, coroner, and councilman; died April 12, aged 
%4, of arteriosclerosis. 


Franklin, Joseph © Providence, R. 1.; Harvard Medical 
School, Boston, 1925; specialist certified by the Amer- 
ican Board of Obstetrics and Gynecology; chief of the 
department of gynecology and obstetrics at the 
Miriam Hospital; associated with the South County 
Hospital in Wakefield, Roger Williams General, Rhode 
Island, and Providence Lying-in hospitals; died in 
the New England Center Hospital, Boston, April 1, 
aged 57, of lymphosarcoma. 


DEATHS 1265 


Fuller, Robert Francis * Marysville, Ohio; Ohio State 
University College of Medicine, Columbus, 1951; 
member of the American Academy of General Prac- 
tice; on the staff of the Memorial Hospital; died in the 
Ohio State University Hospital, Columbus, April 8, 
aged 35, of traumatic aortic aneurysm as the result 
of an automobile accident. 


Green, Silva Irve * St. Bernice, Ind.; Kentucky School 
of Medicine, Louisville, 1907; veteran of World War 
I; died in the Vermillion County Hospital, Clinton, 
April 8, aged 76. 


Guttmann, Eugen ® Los Angeles; Friedrich-Wil- 
helms-Universitat Medizinische Fakultiat, Berlin, Prus- 
sia, Germany, 1913; died in the Cedars of Lebanon 
Hospital March 10, aged 70, of carcinoma of the 
ampulla of Vater with metastases. 


Hall, Frank Wilford, Boise, Idaho; Northwestern 
University Medical School, Chicago, 1911; served 
overseas during World War I; died April 13, aged 69, 
of acute myocardial infarction. 


Hibbe, Charles H. ® Chicago; Chicago College of 
Medicine and Surgery, 1917; veteran of World War I; 
on the staff of the South Chicago Community Hospi- 
tal, where he died May 2, aged 68, of bronchopneu- 
monia. 


Ingram, Charles Herbert * Pickens, Miss.; University 
of Louisville (Ky.) Medical Department, 1907; died 
in St. Dominic’s Hospital, Jackson, April 21, aged 77. 


Ivins, Richard Lynoeus, Miles City, Mont.; John A. 
Creighton Medical College, Omaha, 1908; employed 
at the Veterans Administration Hospital on a part- 
time basis; died in the Mayo Clinic, Rochester, Minn., 
April 14, aged 71, of carcinoma of the bladder and 
uremia. 


Johnson, August Emanuel * Minneapolis; Minneapo- 
lis College of Physicians and Surgeons, 1903; fellow of 
the American College of Surgeons; on the staff of the 
Swedish Hospital, where he died March 21, aged 74. 


Jones, William James ® Mount Vernon, IIl.; Creighton 
University School of Medicine, Omaha, 1946; veteran 
of World War II; on the staff of the Good Samaritan 
Hospital; died Feb. 12, aged 33. 


Kenamore, Bruce Delozier * St. Louis; Washington 
University School of Medicine, St. Louis, 1935; served 
on the faculty of his alma mater; specialist certified by 
the American Board of Internal Medicine; member of 
the American Gastro-Enterological Association; fellow 
of the American College of Physicians; veteran of 
World War II; on the staffs of Barnes, Frisco, Robert 
Koch, and St. Luke’s hospitals; died March 28, aged 
46, of myocardial infarction and coronary sclerosis. 
Lewis, William Edward * Kansas City, Mo.; Central 
Medical College of St. Joseph, Mo., 1898; died April 
16, aged 82, of a heart attack. 

Locke, Ernest Ewen, New York City; McGill Univer- 
sity Faculty of Medicine, Montreal, Que., Canada, 


1907; died in the Flushing (N. Y.) Hospital March 22, 
aged 72, of metastatic carcinoma of the mouth. 
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MacFarlane, Arthur Henry, Mountain View, Calif; 
University of Louisville (Ky.) Medical Department, 
1896; also a pharmacist; an associate member of the 
American Medical Association; died in the Doctor's 
Hospital, San Jose, March 17, aged 85. 


McCarty, Charles William, Longmont, Colo.; Kansas 
City (Mo.) Medical College, 1900; died Feb. 16, aged 
80, of coronary thrombosis. 


McDevitt, James Andrew ® Shubuta, Miss.; Medical 
College of Alabama, Mobile, 1906; died in Laurel 
April 1, aged 82, of cerebral hemorrhage. 


Meier, David Edward ® Phoenix, Ariz.; Chicago Col- 
lege of Medicine and Surgery, 1910; member of the 
Illinois State Medical Society; formerly practiced in 
Kewanee, IIl., where he was president of the Henry 
County Medical Society; died March 29, aged 68, of 
coronary thrombosis. 


Miller, Richard Oliver, Erie, Pa.; Jefferson Medical 
College of Philadelphia, 1903; an associate member 
of the American Medical Association; veteran of 
World War I and the Spanish-American War; served 
as county health officer; died in the Veterans Admin- 
istration Hospital April 6, aged 83, of infarction of the 
myocardium and arteriosclerotic heart disease. 


Moore, Edward Scranton, St. Louis; Washington 
University School of Medicine, St. Louis, 1955; in- 
terned at the Jewish Hospital, where he was a resi- 
dent; died April 12, aged 28. 


Mullen, Peter James ® Amesbury, Mass.; University 
of Vermont College of Medicine, Burlington, 1902; 
served as a member of the board of health; on the 
staffs of the Anna Jacques Hospital, Newburyport, 
and the Amesbury Hospital; died March 20, aged 80, 
of cerebral thrombosis and arteriosclerosis. 


Otken, Charles Henry, Falfurrias, Texas; Chicago 
College of Medicine and Surgery, 1909; died April 
16, aged 79. 


Pugh, Warren Edward ® Chicago; Loyola University 
School of Medicine, Chicago, 1929; at one time chief 
of police of Duluth, Minn.; veteran of World Wars 
I and II; awarded the Croix de Guerre and the Legion 
of Merit by the French government; on the staff of 
the Illinois Masonic Hospital; died April 22, aged 64, 
of arteriosclerotic heart disease. 


Ramsey, Wesley Carle, Kent, Ohio; University of 
Wooster Medical Department, Cleveland, 1889; died 
in the Robinson Memorial Portage County Hospital, 
Ravenna, Feb. 11, aged 95, of hip fracture, followed 
by pneumonia and uremia. 


Read, Theodore Porter, Monroe, La.; University of 
Oklahoma School of Medicine, Oklahoma City, 1954; 
veteran of World War II; resident on the staff of the 
Monroe Memorial Hospital; died March 27, aged 32, of 
accidental carbon monoxide poisoning. 


Riley, George Lesley ® Grand Rapids, Mich.; St. Louis 
University School of Medicine, 1917; served in France 
during World War I; member of the staff of the But- 
terworth Hospital, where he died March 27, aged 67, 
of bronchiectasis, bronchitis, and uremia. 
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Rothrock, Henry Abraham, West Chester, Pa.; Uni- 
versity of Pennsylvania Department of Medicine, 
Philadelphia, 1895; an associate member of the Amer- 
ican Medical Association; veteran of World War |, 
past-president of the Chester County Medical Society, 
on the staffs of the Memorial Hospital of Chester 
County and Chester County Hospital, where he died 
April 3, aged 84, of arteriosclerosis and coronary 
occlusion. 


Rumph, Demetrius Maltravis ® Mansfield, Texas. 
Memphis (Tenn.) Hospital Medical College, 1909; for 
many years practiced in Fort Worth, where he served 
as city councilman, member of the city board of ed- 
ucation, and for 11 years member and for two years 
chairman of the board, City-County Hospital; died 
March 24, aged 73, of coronary occlusion. 


Schroder, John Eric Sixtus ® Bainbridge, Ga.; Bennett 
Medical College, Chicago, 1912; member of the 
Illinois State Medical Society; at one time practiced 
in Chicago and was on the staffs of the West Sub- 
urban Hospital in Oak Park, Ill., and St. Anne’s Hos- 
pital in Chicago; died in the Tallahassee (Fla.) Me- 
morial Hospital April 20, aged 78. 


Smith, Rex Irving, Waterloo, Iowa; State University of 
Iowa College of Medicine, Iowa City, 1934; veteran 
of World War II; died Feb. 22, aged 47, of respiratory 
paralysis and cerebral edema. 


Steele, Harold Joseph, New York City; University and 
Bellevue Hospital Medical College, New York City, 
1907; member of the Medical Society of the State of 
New York; associated with St. Francis, St. Elizabeth, 
and Bronx Eye and Ear hospitals and Westchester 
Square Hospital, where he died April 9, aged 71, of 
acute coronary thrombosis and arteriosclerosis. 


Steenrod, Lewis McClurg, Wheeling, W. Va.; Pulte 
Medical College, Homeopathic, Cincinnati, 1904; re- 
tired president of Consolidated Expanded Metal Com- 
pany; died in the Ohio Valley General Hospital April 
6, aged 73, of cancer. 


Stephens, Thomas B., Randolph, Texas; Baylor Uni- 
versity College of Medicine, Waco, 1906; on the staff 
of the S. B. Allen Memorial Hospital, Bonham; died 
in the Wilson N. Jones Hospital, Sherman, March 25, 
aged 79, of cancer of the prostate. 


Stewart, Charles Wesley, Los Angeles; Denver College 
of Medicine, 1900; served as president of the Los 
Angeles County Medical Association; formerly on the 
staff of Holy Cross Hospital in Salt Lake City; died 
in St. Joseph Hospital, Burbank, March 29, aged 83. 


Stockl, Anton ® Lansing, IIl.; The General Medical 
College, Chicago, 1924; member of the American 
Academy of General Practice; on the staff of St. 
Margaret Hospital, Hammond; died April 27, aged 62, 
of acute coronary thrombosis. 


Stubbs, Richard Henry ® Augusta, Maine; Harvard 
Medical School, Boston, 1902; past-president of the 
Kennebec County Medical Association; served as 4 
member of the state board of health; on the staff of 
the Augusta General Hospital; died April 11, aged 81. 
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AUSTRIA 


Surgical Treatment of Angina Pectoris.—At the meet- 
ing of the Vienna Society of Physicians on March 3, 
R. Jelinek and G. Quitzon reported on the use of 
bilateral ligation of the internal mammary artery in 
the third intercostal space in patients with angina 
pectoris. By the application of a ligature at this point, 
a better filling of the proximal branches of the artery 
should be obtained which in turn should improve 
the coronary circulation. The speakers used the meth- 
od on four patients. An excellent result was obtained 
in one patient and there was improveraent in three. 
An infarction recurred four months after operation in 
one of the latter patients. The speakers realize that a 
definitive evaluation of this method requires further 
trial. They believe that it should be widely tried since 
it is simple and without danger to the patient. 


Renal Excretion of Calcium in Nephropathy.—At the 
meeting of the Vienna Pediatric Society on April 9, 
A. Rosenkranz said that an increase of the renal excre- 
tion of calcium which was traced back to the inhibition 
of tubular reabsorption could be observed in children 
with healthy kidneys and normal metabolism after 
they were given a substance that inhibits carbonic 
anhydrase. Patients with general glomerulotubular 
insufficiency showed a low excretion of calcium asso- 
ciated with a decreased level of calcium in the serum. 
The excretion of calcium could not be increased by 
use of acetazolamide in these children. Treatment with 
this drug had a normalizing effect on the electrolyte 
concentration in the urine and increased the excretion 
of calcium in patients with renal diseases but in whom 
tubular and glomerular function was normal. Not only 
the monovalent ions (sodium and potassium) but also 
the alkaline earth ions are subjected to the mecha- 
nisms of ion-exchange and ion-regulatory processes of 
the tubular apparatus. 


Vitamin D Tolerance.—At the same meeting, W. Swo- 
boda reported on the differences of the action of 
vitamin D according to the different methods of its 
preparation and application and on a difference in 
tolerance in different subjects. A reduced tolerance is 
found when various degenerative conditions are pres- 
ent, especially when there is a retarded growth. A 
special form of degenerative condition seems to be 
the so-called idiopathic hypercalcemia of nursing in- 
fants, but it occurs infrequently in central Europe. An 
increased tolerance for vitamin D exists in patients 
with several atypical forms of rickets, particularly in 
those with genuine vitamin D resistant rickets. The 
speaker gave a patient almost 3 Gm. (120 million I. U.) 
of vitamin D and dihydrotachysterol, but neither a 
cure of the rickets nor renal lesions occurred. The 
possibility of a change in vitamin tolerance was shown 


The items in these letters are contributed by regular corre- 
spondents in the various foreign countries. 


in two other patients with rickets, indicating that a 
careful clinical follow-up of the continued treatment 
with vitamin D is indispensable. 

Jesserer said that the occurrence of an abnormally 
reduced tolerance for vitamin D is particularly signifi- 
cant when highly effective preparations, such as alco- 
holic and aqueous preparations of vitamin Ds, are 
given instead of calciferol or when the vitamin is given 
intravenously. An evaluation as to risk is possible by 
the means of a Sulkowitch test, but one must realize 
that a reduced tolerance may exist because the kidneys 
cannot eliminate calcium or cannot eliminate it ade- 
quately. This is the case, for instance, in patients with 
glomerular renal insufficiency or hypothyroidism. 


Calcium Intoxication.—At the same meeting, A. Prader 
said that calcium intoxication occurs more frequently 
than calcium deficiency. Intoxication by vitamin D is 
the prototype. Vitamin D leads to an increased al- 
sorption of calcium from the intestine and to hyper- 
calcuria. Overdosage causes renal lesions, hypercal- 
cemia, reduced neuromuscular excitability, and other 
disturbances of metabolism. Tolerance for vitamin D 
cannot be exactly determined since it depends not 
only on the method of administration but also on the 
supply of calcium, the conditions of absorption, the 
rapidity of growth, general physical activity, and renal 
function. The tolerance may vary between 1,000 I. U. 
(0.025 mg.) and 100,000 I. U. (2.5 mg.) daily. In pa- 
tients with calcium intoxication, the clinical findings 
(anorexia, obstipation, loss of weight, retardation of 
growth, vomiting, thirst, polyuria, proteinuria, in- 
creased blood pressure, and calcification of the soft 
tissue—chiefly band-keratitis and nephrocalcinosis) are 
the same, regardless of the cause of the intoxication. 
Also the classic serochemical findings such as hyper- 
calcuria (increasingly positive Sulkowitch test), hyper- 
calcemia, hypophosphatasemia, and increase of non- 
protein nitrogen in the blood in severe cases are the 
same, with certain exceptions. The level of serum 
phosphorus, on the contrary, varies widely, perhaps 
as the calcium content of the diet. The significance of 
changes in metabolism caused by citrate, potassium, 
and cholesterol and by the disturbance of the acid- 
base balance is not yet clear. The cumulative effect of 
two causes, neither of which alone would have re- 
sulted in intoxication, when combined may do so, as, 
for example, intake of vitamin D by patients with 
Boeck’s sarcoid or severe hypothyroidism, intake of 
vitamin D by a bed patient, or the simultaneous intake 
of large doses of calcium and alkali (milk-drinker’s 
syndrome). In treating calcium intoxication, attempts 
should be made, on the one hand, to arrest the ab- 
sorption of calcium by giving no vitamin D, avoiding 
exposure to the sun, providing a calcium-poor diet, 
and giving cortisone or Phytin and, on the other hand, 
to increase the calcium tolerance by ambulation of 
bed patients and by giving thyroid extract and sex 
hormones. 
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BRAZIL 


Cancer of the Colon and Rectum.—Dr. Amador Cam- 
pos, of the Cancer Institute of Rio de Janeiro, reported 
before the Brazilian College of Surgeons on a series 
of 150 patients (93 women and 57 men), 7 with cancer 
of the colon and 143 with cancer of the rectum, seen 
between 1940 and 1956. All except one, who had a 
melanoma of the rectum, had carcinoma. Adenocar- 
cinoma was present in 70%. Medical responsibility for 
an undue delay in diagnosis and/or treatment was 
noted in 41.4%. Most of the cases were far advanced, 
and 42% were considered inoperable when first seen. 
The operability rate increased from 48 to 74% between 
1954 and 1956. The operative mortality for the entire 
series was 25%. This high percentage was due chiefly 
to the poor general condition of the patients and to 
the fact that the lesions were far advanced when first 
seen. In the last two years of the study, the operation 


of choice for cancer of the rectum was a Miles opera- - 


tion along with pelvic lymphadenectomy and high 
ligation of the inferior mesenteric artery. 


FINLAND 


Serous Meningitis.—At the Aurora Hospital in Helsing- 
fors, two bacteriological studies of serous meningitis 
were undertaken. An account of the first of these 
studies was published in 1954 by Haapanen and 
Klemola, who dealt with 205 cases treated in that hos- 
pital during the period 1938 to 1952. In only 8% of 
those cases could they attribute the meningitis to 
poliomyelitis virus, while 4% were due to parotitis 
virus. Thanks to improved bacteriological technique, 
it has been possible to identify the causes of meningitis 
in a growing proportion of cases. In Nordisk medicin 
for April 25, 1957, the above-mentioned bacteriologists 
and their co-workers reported on a series of 134 pa- 
tients with primary serous meningitis treated between 
1952 and 1955. In over half the cases (69), the cause 
of the meningitis was determined. In 42% the cause 
was poliomyelitis virus, in 14% parotitis virus, and 
in 5% Leptospira organisms. In 18% the meningitis 
was due to unidentified pathogenic cells whose causa- 
tive connection with the meningitis was obscure. 
Coxsackie virus was responsible for only 4% and 
herpes simplex virus for only 3%. Attempts to isolate 
virus from fecal samples were made on suckling mice 
and cultures of human fibroblasts. In 1952 only about 
25% of the cases of serous meningitis could be identi- 
fied as due to some specific organism. By 1954 and 
1955 such identification could be claimed in about 
67% of all the cases. 


FRANCE 


New Analgesic.—At the meeting of the French Society 
of Therapeutics in February, R. Soupault and co- 
workers reported that their results in patients with 
the administration of 2:2-diphenyl-3-methy]-4-morpho- 
lino-butyryl-pyrrolidine base dextrogyre (R 875), de- 
scribed by P. Janssen (J. Am. Chem. Soc. 78:3862, 
1956), indicate that the drug is less toxic and more 


J.A.M.A., July 13, 1957 


powerful than morphine. It is a pure analgesic and 
has no effect on the patient’s mind. It is not habit- 
forming. With a dose larger than the therapeutic dose, 
bradypnea was produced. This effect was counter- 
acted by nalorphine. In the subjects suffering from 
cancer, high doses, ranging, for instance, from 250 to 
400 mg. during 24 hours, had no effect on circulation, 
diuresis, or differential blood counts. 


New Antidiabetic Agent.—At the meeting of the Medi- 
cal Society of Paris Hospitals in January, F. Ramond 
presented his observations on 30 patients treated with 
a new antidiabetic agent. The speaker observed that 
in Morocco the natives use a yellow or brown powder 
as a glycolytic agent. This powder comes from the 
yellowed and dried leaves of the avocado from Mex- 
ico, Brazil, the Antilles, or New Guinea. As the leaves 
dry, they become yellow with brown or black spots. 
The spots contain a mold that grows in a Sabouraud 
medium with 0.4% glucose. According to Professor 
Dumas, of the Pasteur Institute, it is a new mold be- 
longing to the group of Fungi Imperfecti. In treating 
patients, the speaker gives three 150-mg. tablets 10 
minutes before each meal for six days. The decrease 
of glycosuria lasts 10 to 15 days, then the blood sugar 
level increases again. The speaker believes that the 
new product should be used with reduced doses of 
insulin and not as a substitute for insulin. 


UNITED KINGDOM 


Shortage of Blood Donors.—On May 15, the Minister 
of Health, Mr. Dennis Vosper, appealed for over 100,- 
000 more blood donors. He was speaking at a special 
showing of a film about the National Blood Trans- 
fusion Service called “Blood Is Life.” He said the 
service had over 643,000 civilian donors at the end of 
March but, with the continually growing demand for 
blood from hospitals, an effective panel of 750,000 
donors was needed. Last year, the record number of 
803,000 blood donations was made, an increase of 
44,000 over that of the previous year. 


Health in Ireland.—The registrar general for Northern 
Ireland reports that, in 1956, the general death rate, 
infant death rate, and tuberculosis death rate were the 
lowest ever recorded. As elsewhere, the cancer death 
rate for males increased. The birth rate was 21.1 per 
1,000 population, an increase of 0.3 over that for 1955. 
The general death rate was 10.6 per 1,000 live births. 
The death rate from cancer for males rose from 155 per 
100,000 male population in 1955 to 162 in 1956. The 
corresponding rates for females were 157 and 154. The 
increase in the rate for males was mainly due to deaths 
from lung cancer and to a lesser extent to deaths from 
cancer of the stomach. Since 1946, male mortality from 
lung cancer has increased by 210%. The death rate 
from tuberculosis was 12 per 100,000 population. No 
deaths from diphtheria were reported. 


Too Many Physicians in Kenya.—According to a re- 
port from the council of the Kenya branch of the 
British Medical Association, physicians have been en- 
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tering Kenya in such numbers that many are unable 
to find immediate employment. The council advises 
all those wishing to practice in Kenya to make careful 
inquiries beforehand. This applies to all parts of the 
country. It applies particularly to general practitioners 
but also, to a lesser extent, to specialists. The day of 
the “squatter” is past, unless he has a large amount of 
capital to last him while he is getting established. 


Minister Denies Waste in Hospitals.—A vigorous de- 
fense of the 3,000 state hospitals against allegations of 
“appalling waste” was made by the Minister of Health. 
He said that if there was such waste he had yet to find 
it. He could not believe there was much waste because 
hospitals are run on very tight budgets. He offered to 
investigate all specific charges of waste and to take 
corrective action. He believes the National Health 
Service is here to stay and he is glad of it. Lack of 
money has always been, and will continue to be, the 
limiting factor. The hospital service is largely the off- 
spring of voluntary effort. Some thought that when 
the Health Service came that voluntary work would no 
longer be needed, but in recent years there has been a 
striking and welcome increase. The 7,000 to 8,000 
members of boards and committees are all volunteers. 


Dental Decay in Children.—In his report for 1956, Dr. 
R. G. Davies, school medical officer for Huddersfield, 
says the incidence of dental decay in school children is 
increasing. With a decrease, or the possibility of a 
decrease, in the number of dentists, it is unlikely that 
restorative dentistry will be able to cope with this 
trend if it continues. The solution should be sought, 
not in extractions or even in conservative treatment 
but in some means of preventing dental decay. Unless 
such methods as fluoridation provide a short cut, the 
only answer lies in the education of parents and chil- 
dren in the prevention of dental disease. 


Radiation Hazards.—In the debate on defense policy 
in the House of Lords on May 8, Lord Cherwell (for- 
merly Prof. F. A. Lindemann) stoutly defended the 
government's intention to test nuclear weapons in the 
Pacific Ocean, and he discounted the risks to health 
of such tests as “negligible, not to say non-existent.” 
The British tests could not in any circumstances cause 
any significant increase in the number of stillbirths or 
defective children or of cases of leukemia or bone 
cancer. Although the matter was investigated by the 
highest authorities, who agreed that the risks were 
negligible, people tend to believe the views of much 
less knowledgeable men whose assertions are widely 
circulated as though they were the last word. The gam- 
ma radiation to which we are exposed from the fission 
products of all tests up to date is 150 times weaker 
than natural background radiation. To frighten people 
by suggesting that this slight increase, two-thirds of 
1%, is going to increase the mutation rate appreciably 
is deliberately dishonest. Even the most cautious ex- 
perts agree that the effect of adding an extra 100% or 
200% to the natural background dose will be negligible. 
Yet 0.6%, according to some agitators, means danger 
to the human race. According to the Medical Research 
Council’s investigation, the amount of strontium-90, 
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for example, that we have absorbed to date is only 
0.1% of the amount considered safe for people working 
in factories where radioactive materials are used. 


Appendicitis and Social Status.—In the course of 
studies on the health of potential national service men, 
Lee (Brit. M. J. 1:1217, 1957) investigated the rela- 
tionship between social class and the incidence of 
appendicitis. The proportion that had been operated 
on for appendicitis was high in those who had had a 
better education and were of higher economic and 
social status. A geographical difference in distribution 
was also observed. Both the appendectomy rate and 
death rate from appendicitis were higher in young men 
in the Glasgow and Clydeside area. The mortality 
from appendicitis in young women in Glasgow was 
also noted to be higher in the Glasgow than the Lon- 
don area. No reason could be advanced for this differ- 
ence in geographical distribution. The incidence of 
duodenal ulcer in Glasgow also is greater than that 
elsewhere in Great Britain. 


British Poliomyelitis Vaccine Effective.—The report 
that British poliomyelitis vaccine is effective in pre- 
venting paralysis, according to the poliomyelitis vac- 
cines committee of the Medical Research Council 
(British Medical Journal, June 1, 1957), should re- 
assure parents of children now receiving their injec- 
tions. For several months the committee has been 
assessing the effects of the first mass inoculation of 
children, which was done in spring, 1956. Although 
the vaccine did not offer complete protection, the pro- 
tection was probably substantial in children from 1'2 
to 942 years of age. If the few data available are taken 
at their face value, the apparent protection conferred 
was similar to that observed in the 1954 trial in the 
United States. The incidence of paralytic disease in 
vaccinated children was only about 20% of that in the 
unvaccinated. In 74,660 children, aged 5'2 to 92 years, 
who received two injections, one case of paralytic po- 
liomyelitis occurred, giving an attack rate of 1.3 per 
100,000. The attack rate in the corresponding unvac- 
cinated children was 8.2 per 100,000. British vaccine 
differs from that used in the United States. The vir- 
ulent type 1 Mahoney strain has been omitted and the 
less virulent Brunenders strain substituted. There ap- 
pears to be no doubt that the Brunenders strain con- 
ferred protection against type 1 infections. Of nearly 
400,000 injections given, there was no evidence that 
they were accompanied by any risk. Of six cases that 
occurred within 30 days after an injection only three 
were paralytic, and in none was the injected limb in- 
volved. 


New Laws Urged to Aid Mentally Ill.—A completely 
modernized system for the treatment and welfare of 
the mentally sick is recommended by the Royal Com- 
mission on Mental Health. The commission has held 
meetings for three years. Its unanimous report proposes 
to sweep away the present laws, still based on acts of 
1890 and 1913. These laws would be replaced by an 
act founded on the general principles of putting mental 
patients, insofar as possible, on the same status as other 
patients; bringing administrative methods up to date; 
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and devising new procedures for situations in which 
it is necessary to use compulsory powers. The term 
“certification” (commitment) should be dropped. The 
commmission’s main recommendations include (1) ab- 
olition of the board of control, established in 1913; (2) 
setting up regional mental health review tribunals so 
that patients and relatives can have independent in- 
vestigations into the need for detention; (3) broaden- 
ing the power to discharge patients; (4) requirement, 
when compulsory powers are used, except in emer- 
gency, of two medical recommendations before the 
patient’s admission to hospital or guardianship, with 
at least one recommendation from a physician expe- 
rienced in treatment of mental disorders; (5) review 
of patients already in the hospital when the new sys- 
tem becomes operative with a view to “de-certifying” 
as many as possible but allowing them to remain in 
the hospital voluntarily; (6) use of a single procedure 
when compulsory commitment is necessary instead of 
one procedure for the mentally ill and another for the 
mentally defective; (7) provision, if commitment is 
necessary, of hospitalization or legal guardianship in 
the patient’s community; (8) restriction of the power 
to detain psychopathic patients to the detention of 
those under 25 years of age, except by court proceed- 
ings; (9) restriction of compulsory detention of pa- 
tients over 21 years of age to a period of not more than 
28 days’ observation, or unless there is conviction for 
a criminal offense when penal measures are not suit- 
able; (10) provision, by local authorities, for all types 
of community care, including residential, for those not 
needing hospital treatment or those ready to return 
to the community; and (11) provision of community 
care and hospital treatment for all mental patients who 
are willing to accept it without compulsion. The cab- 
inet will first study the implications of those proposals 
that the commission believes do not require legislation. 
If the government accepts the full measure of reform, 
the work of preparing the new law would make im- 
plementation in the next session improbable. 


Mass Spectrometry.—Mass spectrometry has been used 
by physicists for 30 years and has been employed in- 
dustrially, but only a few attempts have been made to 
use the technique in medical research. The mass 
spectrometer is used to analyze gas mixtures, the in- 
dividual molecules being ionized by bombardment 
with a stream of electrons and then dispersed by a 
strong magnetic field. The lighter ionized molecules 
suffer greater deflection that the heavier ones. The 
stream of ionized molecules is split up into beams of 
different molecular weight, the electrical charge of 
which can be measured. Fowler and Hugh-Jones have 
used this principle for the study of respiratory function 
by the examination of respired air with the mass spec- 
trograph (Brit. M. J. 1:1205, 1957). The instrument 
they use is capable of providing a continuous analysis 
of respiratory gases, thus removing the difficulty of 
routine gas sampling and analysis. A gas mixture con- 
taining components of molecular weight in the range 
18 to 80 can be analyzed with the apparatus devised 
by Fowler and Hugh-Jones. The advantage claimed 
for the apparatus is that it enables continuous analysis 
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of several gases to be made during the respiratory 
cycle, thus resolving the difficult problem of gas sam- 
pling in lung function tests. Analysis of single lung 
expirates and “wash out” tests made by washing out 
oxygen and nitrogen from the lungs with an inert gas, 
such as argon, permit measurements to be made of the 
inequality of gas distribution in the lungs, of the rela- 
tion between distribution of gas and blood, and the 
efficiency of gas transfer between alveoli and blood. 

These measurements are of value in making a diag- 
nosis of emphysema, in elucidating the functional 
changes in chronic lung disease, in determining factors 
causing such effects as dyspnea, cyanosis, and carbon 
dioxide retention, and in following the efficacy of 
treatment in lung disease. By passing a sampling tube 
through a bronchoscope, individual lobes and seg- 
ments can be explored and local function examined. 
This idea opens up new fields in cardiorespiratory re- 
search and thoracic surgery. The mass spectrograph 
provides a continuous record of the constituents of the 
gas sample as a series of peaks on an oscilloscope 
screen. The horizontal position represents the identity 
of the gas; the vertical height represents the concentra- 
tion of gas measured by its partial pressure in a gas 
mixture. The amounts of up to four gas components 
can be estimated simultaneously. Pneumotachygraphic, 
electrocardiographic, and other information can be 
recorded at the same time. The response to change 
from one gas to another takes 0.1 second, and the sensi- 
tivity is such that partial pressures of any gas between 
3 and 100% of the total can be measured. 


WORLD HEALTH ORGANIZATION 


The Annual Report.—The World Health Organization 
(WHO), whose membership now includes 88 member 
and associate member states, participated last year in 
nearly 700 health projects in 120 countries and terri- 
tories and granted 883 fellowships. (The Work of 
WHO in 1956, Official Records No. 75). 

Malaria._WHO personnel were engaged in malaria 
control projects in 34 areas, including new projects in 
Ethiopia and the Sudan. Malaria eradication was one 
of the main concerns of WHO in 1956. Mosquito re- 
sistance to insecticides was responsible for shifting 
WHO’s malaria policy from mere control to eradica- 
tion. A dramatic race is now under way between the 
destructive properties of insecticides (of the DDT and 
benzene hexachloride groups) and the capacity for 
resistance shown by the mosquitoes. In certain parts 
of Greece there is resistance to both groups of insecti- 
cides. If conditions similar to those in Greece were to 
appear elsewhere, the chances of eradicating malaria 
would be seriously jeopardized, and it might be neces- 
sary to change the methods of interrupting trans- 
mission. One way of solving the problem might be by 
distributing salt containing antimalarial drugs for 
human consumption, since preliminary results of a 
study, promoted by WHO, of the effect of such medi- 
cated salt on volunteers inoculated with malaria, seem 
encouraging. WHO member states should assume 
collective responsibility in order to achieve world-wide 
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malaria eradication and should put at the disposal of 
WHO additional funds that may be required by indi- 
vidual countries engaged in eradication projects. In 
establishing the malaria eradication special account, 
the Eighth World Health Assembly created a source of 
fnancial help which will be needed to assist govern- 
ments for only a few years, provided those engaged in 
eradication work are willing to continue, if not in- 
crease, their own current expenditure for the length of 
time that may be necessary. Research on insect resist- 
ance (and this includes vectors of diseases other than 
malaria) exemplifies one aspect of WHO's work, 
which, although less spectacular than the direct serv- 
ices rendered to governments, nevertheless constitutes 
the real backbone of the various activities through 
which WHO is striving to promote world health. An 
extensive system of exchange of information has been 
established on problems of resistance in general. 
Treponematoses and Venereal Infections.—In the mass 
campaigns against endemic syphilis and yaws, more 
than 55 million people were examined and 16 million 
treated with penicillin by the end of 1956. Serious and 
sometimes fatal hypersensitivity reactions following 
penicillin treatment have been reported in some coun- 
tries in the last few years. WHO is therefore coordinat- 
ing research, both in the laboratory and in the field, 
fon the comparative usefulness of different penicillin 
preparations and of antibiotics other than penicillin 
as public health weapons against these diseases. Some 
30 laboratories all over the world are participating in 
S this work. As regards syphilis, the report warns against 
relaxation in effective routine surveillance that is likely 
to result in an increase in the incidence of early cases. 
The elimination of syphilis and other venereal infec- 
tions in the more developed countries cannot be re- 
garded as finally achieved if important reservoirs of 
these diseases still remain in other parts of the world 
where inadequate control measures are being taken. 
Tuberculosis.—Tuberculosis is still a serious world 
problem. WHO and United Nations International 
Children’s Emergency Fund (UNICEF) continued to 
cooperate on mass BCG vaccination campaigns, and 
studies of diagnostic and control procedures that might 
usefully be adopted for antituberculosis programs un- 
der primitive conditions were continued and extended. 
WHO continued to recommend the use of isoniazid 
alone in its field studies because it is the only anti- 
tuberculosis agent that is not too expensive for a public 
health budget and that is readily taken by contacts 
who are not sick themselves. When correctly and 
widely applied, BCG vaccination has a real effect in 
reducing the incidence of tuberculosis, but it is not in 
itself sufficient to influence the main reservoir of in- 
fection which is in already infected persons and to 
bring tuberculosis under control. It must be combined 
with a program of case finding and treatment. 
Rabies.—Rabies is the most dreaded of all virus dis- 
eases. Recent advances, resulting from research pro- 
moted by WHO, have materially improved prospects 
tor its control, The demonstration that the use of hyper- 
immune serum has a major effect in reducing mortality, 
even after severe bites by rabid wolves, is an important 
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advance, and work is continuing to determine the 
proper dosage and the effect of vaccine in combination 
with the serum. 

Leprosy.—The discovery that sulfones are effective 
against leprosy has improved the prospect for its con- 
trol. The situation may now perhaps be compared with 
that of tuberculosis; expensive and lengthy hospital 
treatment is no longer necessary; life-long isolation in 
leprosaries is now unjustifiable; and there are prospects 
that, after the infectious period has been terminated, 
further treatment may be continued safely at home and 
normal family life preserved. 

Public Health Administration.—It is now generally rec- 
ognized that isolated health projects are of doubtful 
and transient value unless they are based on a structure 
of decentralized integrated health services in which 
curative and preventive services are organized in hos- 
pitals, laboratories, and health units, well distributed 
through the cities, towns, and villages of the country. 
These services must be supported by the population 
and guided by a competent central health authority. 
WHO has helped a number of countries set up a series 
of pilot projects on these lines, started at the district 
or provincial level and intended in time to cover the 
whole country. 

Atomic Energy.—WHO’'s program in atomic energy 
can be summarized under the following five main 
heads: (1) provision of training, (2) collection and 
distribution of information on the medical problems of 
atomic energy and the medical uses of radioisotopes, 
(3) the study of health problems involved in disposal 
of radioactive wastes, (4) distribution of radiation 
standards in collaboration with other international 
agencies, and (5) stimulation and coordination of re- 
search. WHO has warned governments of the possible 
dangers to health in the use of atomic energy, declar- 
ing that planning and implementation of every project 
concerned with the peaceful use of atomic energy 
should be made in close contact with the responsible 
public health authorities. 

International Quarantine.—The international sanitary 
regulations, which have existed for four years, have 
been further amended with the enactment of additional 
regulations relating to yellow fever and modifying the 
form of the smallpox vaccination certificate. Further- 
more, the World Health Assembly withdrew, as of 
January 1, the special measures applying to the Mecca 
pilgrimage, which annually involves about half a mil- 
lion persons. The fundamental object of intenational 
quarantine is to prevent the spread of diseases from one 
country to another. National health authorities are fully 
aware of the risks involved, and the task of WHO is, 
therefore, not to stimulate countries to defend them- 
selves adequately but to help them to apply quarantine 
measures that are both timely and adapted to the 
current epidemiologic situation. 


Influenza.—According to reports received, so far, by 
WHO, no important epidemic of influenza has oc- 
curred this winter in the northern hemisphere. The 
only exception is Japan, where a widespread epidemic 
of mild influenza with no deaths occurred in Decem- 
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ber. The disease affected mainly school children. in- 
fluenza viruses of both A and B types were isolated. 
In western Europe and North America, there were 
localized outbreaks of influenza in a number of places, 
among them Belgium (western Flanders), Austria 
(Styria), Poland, England, and the United States. 
Since the first days of March, epidemics of mild influ- 
enza have occurred in the western part of Poland. 
In England there were reports of influenza among the 
civilian population. Death rates from influenza and 
pneumonia were unusually low for the season, and no 
excess of claims for sickness benefits were reported. In 
England A, B, and C viruses were identified serologi- 
cally, and there was no evidence of any widespread 
prevalence of any one strain. The A strains were 
isolated from patients in the armed forces, In the 
United States only localized epidemics of influenza, 
confirmed by tests, were reported. All of the outbreaks 
were identified as virus A infections. 


Malaria Control.—The Second Malaria Conference for 
southeastern Europe was held in Belgrade in March. 
Malaria is receding rapidly throughout southeastern 
Europe and the Union of Soviet Socialistic Republics. 
Most countries in the area expect to wipe out the dis- 
ease within three to five years. The only country in the 
area in which vector mosquitoes are known to have 
developed resistance to residual insecticides is Greece, 
and, even in Greece, the fight against malaria has been 
advancing successfully. Economically speaking, eradi- 
cation within a few years is a sound proposition and 
should be within the reach, financially, of all countries. 
If eradication can be achieved at about the same time 
throughout all parts of the area, much money will be 
saved; but if one country lags behind, neighboring 
countries will have to maintain active preventive meas- 
ures against malaria being reintroduced from across 
the border. 

In Albania, with a population of 1,250,000 in 1956, 
751 new cases were reported compared to 1,221 in the 
first 10 months of 1955. Through DDT spraying in 
1956, 54.3% of the population was protected. Case find- 
ing and treatment of patients will be intensified. Pa- 
tients will be followed up for three years. The suscepti- 
bility of Anopheles mosquitoes to DDT will continue 
to be tested. In Bulgaria, with a population of 7,450,- 
000 in 1956, there were 261 cases of malaria, of which 
186 were new cases and 75 were relapses, compared to 
662 cases in the first 10 months of 1955. Malaria is 
reportable. Patients must be treated in a hospital and 
are followed up for three years. DDT spraying will be 
continued. In Greece, with a population of 7,650,000 
: in 1956, 680 new cases were reported, but, in all, there 
: were probably about four times that many. By area, 
about a third of the country is now free of malaria. In 
Crete, only one case occured in 1956; and this was 
a probably a relapse. In 77 prefectures along the north- 
gh ern Greek frontier, 515 cases were diagnosed in 1954 
, and 75 in 1956. This year, additional personnel will be 
= trained and the disease will be attacked on all fronts 
: by case finding, treatment of patients, use of insecti- 
cides, and soil drainage; roads will be improved, and 
further testing of the susceptibility of mosquitoes will 
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be carried out. Before 1946, when the antimalari; 
campaign with residual insecticides was started, there 
were years when the number of cases was 1,200,009 
Greece used to consume one-fifth of the world produc. 
tion of quinine. One and one-half times as much money 
was then being spent on this one drug as is now being 
spent on the entire campaign. By taking other losse; 
into account( such as working hours and hospital ex. 
penses ), it has been calculated that malaria used ty 
cost the country 80 times more than it does now. 

In Roumania, with a population of 17 million in 1954 
there were 259 cases of malaria, of which 74 were re. 
lapses. This compares with 325 cases in 1955. The cases 
are mostly sporadic, with a concentration in the region 
of Vedea and Teleorman where 110 cases were found 
in 35 villages with a total population of 136,000. Sus. 
ceptibility tests to insecticides were carried out on 
more than 22,500 mosquitoes.*Plans for continuing the 
campaign include surveillance of areas where no more 
cases are found, concentrated attack on the remaining 
pockets of infection, closer study of malaria-transmit- 
ting mosquitoes, and follow-up of patients for two or 
three years. In Turkey, with a population of 24 million, 
as malaria was not a reportable disease in 1956, no 
exact figure for the number of cases can be given. In 
1956, the number of the population protected against 
malaria by spraying with insecticides amounted to al- 
most 7 million. The 59,697 blood smears from chil- 
dren aged 1 to 5 in villages sprayed with insecticides 
yielded 154 positive results (about 26 positives per 10; 
000 blood samples). Examination of 133,525 infants 
under one year of age yielded 99 positives (about 7 per 
10,000 samples). At altitudes between 1,000 and 1,500m. 
above sea level, the disease has already disappeared. 
About 670 metric tons of DDT wettable powder were 
used in 1956, and several thousand hectares of land 
were drained. Over 200 physicians and 1,330 sanitari- 
ans are engaged in the malaria eradication campaign; 
300 additional sanitarians will be engaged. 

In Russia, with a population of 200 million, 781,000 
new cases were reported in 1951 and 12,662 in 1956. 
The disease is reportable; treatment is compulsory and 
free. The principal remaining pockets of infection are 
in Azerbaijan, Tadjhikistan, Kazakstan, Uzbekistan, 
and Transcaucasia. The most northerly focus of infec- 
tion is in the Yakutsk Republic. Case finding, the treat- 
ment of same and insecticide spraying form the 
basis of the eradication campaign. The health educa- 
tion of the public will be intensified. In Yugoslavia, 
with a population of 17 million in 1956, there were 
3,239 cases divided geographically as follows: 19 in 
Montenegro, 33 in Serbia, 442 in Kosmet, and 2,74) 
in Macedonia. No new cases occurred in Bosnia, Herze- 
govina, or Dalmatia. Since 1955, malaria has been re- 
portable. Treatment is compulsory and free. In areas 
where the disease has practically disappeared, sur 
veillance will be continued. Insecticide spraying will 
be the principal control method in the more heavily 
infected parts of the country. Because of malaria epi 
demics, rice could often not be harvested. A rise in the 
number of malaria cases in Macedonia is to be over 
come by increasing the number of personnel emp!oye! 
and increasing the number of malaria stations. 
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CORRESPONDENCE 


ALCOHOLISM 

To the Editor:—We were happy to see THE JoURNAL 
publish a series of special articles on alcoholism. Dis- 
semination of information in this area is useful to the 
profession. In the May 11th issue Prof. Selden Bacon 
in his generally excellent article, “Social Settings Con- 
ducive to Alcoholism,” states (page 181) “other things 
being equal we would expect greater personality prob- 
lems or more anomalous social experiences in the cases 
of 100 women alcoholics than among 100 men.” This 
hypothesis should be clearly recognized as such. It 
implies that the female alcoholic presents a more diffi- 
cult treatment problem than the male. In our experi- 
ence as psychiatric consultants to two active, dynami- 
cally oriented alcoholism outpatient clinics, this has not 
been the case. Some female outpatients in these clinics 
obtained good results from treatment. In general 
women seemed to show no greater habituation than 
men. 

In the second article of the series, Dr. Himwich 
(Feb. 16, 1957) concludes (page 549), “when drink- 
ing is due to inner conflicts as in a schizophrenic per- 
sonality, the drinker invites further trouble.” The fact 
is that severely ill schizophrenic patients often claim 
an improvement of symptoms while drinking. While 
this is by no means a rule, our impression is that some 
patients in this category should not be forced to give 
up drinking at any cost, and that contacts may be 
maintained with selected patients who continue modest 
amounts of drinking. Due to lack of space, we trust, 
there was little discussion in Dr. Smith’s article (March 
2, 1957) of the concept of alcoholism as a symptom 
rather than an illness; the breadth and depth of pos- 
sible treatment approaches was barely mentioned; and 
two of the most important theoretical approaches to 
the understanding of alcoholic patients (the roles of 
orality and homosexuality) were laughed off rather 
than considered seriously. It is surprising to find this 
attitude in an article that commends treatment ap- 
proaches deriving at least in part from the use of 
dynamically oriented thinking about alcoholism. 


Martin L, Pitot, M.D. 

Assistant Professor of Psychiatry 

Joun W. Hiccrns, M.D. 

Assistant Clinical Professor of Psychiatry 
Yale University School of Medicine 

333 Cedar St. 

New Haven 11, Conn. 


CORTICOSTEROID PREPARATIONS 

FOR THE EYE 

To the Editor:—I am deeply concerned about the wide- 
spread topical misuse of corticosteroid preparations in 
disorders of the eye. When properly used, these 


potent drugs are invaluable. Their improper use, how- 
ever, will aggravate and prolong certain eye conditions 
and may result in serious complications. Several case 
reports concerning eyes that have been lost because 
corneal ulcers were treated with corticosteroid prepa- 
rations have been recorded in the medical literature 
(Ley, A. P., and Sanders, T. E.: Fungus Keratitis: 
Report of Three Cases, A. M. A. Arch. Ophth. 56:257- 
264 [Aug.] 1956; Mitsui, Y., and Hanabusa, J.: Corneal 
Infections After Cortisone Therapy, Brit. J. Ophth. 
39:244-250 [April] 1955). 1 have reported one case 
( Veirs, E. R., and Davis, C. T.: Fungus Infections of 
Eye and Orbit, A. M. A. Arch. Ophth., to be pub- 
lished ). An accurate ocular diagnosis should be made 
before such potentially dangerous drugs as the corticos- 
teroid group are prescribed. Part of the blame for 
the current topical misuse of corticosteroid prepara- 
tions in disorders of the eye can be traced to the 
pharmaceutical firms, but the final responsibility lies 
with the physician who prescribes them, Physicians 
receive supposedly authoritative literature from the 
pharmaceutical firms extolling the beneficial effects 
of their products. A booklet recently distributed by 
one of these firms recommended a preparation con- 
taining a corticosteroid for topical treatment of corneal 
ulcers caused by infection, trauma, and foreign body; 
and for chronic and acute conjunctivitis. Although 
corticosteroid drugs definitely are contraindicated for 
conditions such as these (except in allergic conjunc- 
tivitis), this booklet mentioned no contraindications. 
In tuberculous iritis and uveitis, a corticosteroid may 
aggravate the condition. 

Most pharmaceutical firms have combined a corti- 
costeroid with an antibiotic or antiseptic agent, the 
theory being that, if the corticosteroid does not benefit 
the disorder, the antibiotic or antiseptic will help. It is 
doubtful that these drugs ever should be combined, 
and their admixture with a corticosteroid is inexcusable 
when it is reasonably certain that the corticosteroid 
will aggravate the infection. Either one or the other 
drug is indicated, but this “shot gun” type of therapy 
is to be condemned. This tendency to combine sub- 
stances has become so popular that prednisone and 
prednisolone are marketed for topical ophthalmic use 
only in combinations with other drugs. If physicians 
will only observe some basic rules for diagnosing and 
treating ocular disorders, many eyes will be saved. In 
treating corneal ulcers and iritis, for example, mydria- 
sis, hot packs, and other commonly accepted measures 
should be used. If an infection such as conjunctivitis 
is present, an antiseptic or an antibiotic agent is prefer- 
able to a preparation containing a corticosteroid. 

Everett R. Veirs, M.D. 


Scott and White Clinic 
Temple, Texas. 
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LAW DEPARTMENT 


MEDICOLEGAL ABSTRACTS 


Hospitals: Degree of Protection Owed to Patient.— 
This was an action for damages for injuries allegedly 
caused by the negligence of the defendant hospital. 
From a judgment in favor of the defendant, the plain- 
tiff appealed to the Supreme Court of Mississippi. 

The plaintiff testified that he had been hospitalized 
for a cataract operation and that, when the stitches 
were removed, two or three days after the operation, 
he could see light. About a week later, while he was 
lying on his bed practically asleep, awaiting the ar- 
rival of his wife to take him home, a newsboy came 
into the room, struck him on the leg with a newspaper, 
and hollered something. This so startled the plaintiff 
that he jumped out of bed and called for the nurse, 
who came running in and exclaimed, “Why, Mr. Scog- 
gins, what happened?” He told her what had hap- 
pened, and she then led him back to bed. The next 
morning, when the physician changed the bandages, the 
plaintiff was unable to see anything and could not dis- 
tinguish light from darkness. He regained a little eye- 
sight only after another operation about a year later. 

The plaintiff's physician testified that he did not 
examine the plaintiffs eye when he was told about 
the incident with the newsboy, but that when he 
examined the eye the next morning it did not look the 
least bit disturbed, although the plaintiff said he could 
not see. The physician stated that the only thing he 
could conclude was that the plaintiff had had a hemor- 
rhage in the back part of the eyeball that was probab- 
ly caused by the plaintiff's jumping out of bed. On 
cross-examination, he said that gagging, nausea, and 
vomiting could cause a hemorrhage in the eyeball and 
that he had known of cases in which people lying in 
bed had developed a hemorrhage in the eye. The 
nurse denied that the incident with the newsboy oc- 
curred and denied that she entered the plaintiff's room 
and made the remark which he had attributed to her. 

Physicians testifying on behalf of the defendant 
stated that a hemorrhage in the eye could be caused 
by trauma but could also be caused by disease of the 
blood vessels, high blood pressure, disease of the 
blood, certain metabolic diseases, and infections. They 
also testified that a hemorrhage in the eye could occur 
without any cause whatsoever. 

The plaintiff contended that the court erred in 
granting the following instruction to the defendant: 
“The court instructs the jury for the defendant that it 
is not an insurer of the safety of its patients and that 
it is under an obligation to furnish to Mr. Scoggins 
only such care and attention that he needed on Janu- 
ary 27, 1954. Defendant was not required to keep a 
constant watch over Mr. Scoggins, nor was it required 
to keep out visitors from his room. The court charges 
you that the permitting of sale of papers in the hos- 
pital by newsboys to patients and families of the 
patients was not negligence in itself, and that to con- 
stitute negligence you must find from the evidence 
that the defendant could have or should have foreseen 
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that the newsboy would probably have entered th, 
hospital room of Mr. Scoggins while he was alone ap; 
asleep and that he probably would have struck hip 
or startled him, and that as a result of being so startle; 
that Mr. Scoggins would jump from or start up in hj 
bed, and unless you find all of these things from th 
evidence, it shall be your sworn duty to find fy, 
the defendant.” This instruction, said the court, was 
erroneous because it told the jury that the defenday: 
could not be held liable unless it could have foreseen the 
particular consequences or precise form of the injury 
if, by the exercise of reasonable care, he might have 
foreseen or anticipated that some injury might result, 

The fact that the instruction was erroneous does not 
make necessary a reversal of the judgment or the 
granting of a new trial, however. If the instruction; 
when read and considered as a whole, contain a fair) 
consistent statement of the law, the judgment will not 
be reversed because of errors in a particular instru. 
tion, unless the errors are of such nature as to mislead 
the jury as to the real issue upon which they are to 
pass. The jury was told, in the plaintiff's first instruc. 
tion, that the defendant was liable to patients “for in. 
juries resulting from negligence, if any, of its nurses 
and other employees, and that plaintiff was admitted 
to defendant’s hospital under an obligation, owed hin 
by the defendant and its employees, that he receive 
such reasonable care and attention for his safety as his 
mental and physical condition, if known to the de. 
fendant or its nurses or other employees, may require.” 
In the plaintiff's second instruction, the jury was told 
that “the plaintiff had a right to expect and receive 
from the defendant and its employees reasonable skil 
and care to protect him, in proportion to the physical 
or mental ailments suffered by plaintiff, if any, render- 
ing him unable to look after his own safety, and if you 
further believe from a preponderance of the evidence 
that the plaintiff was a bed patient in a private room 
in defendant corporation’s hospital recovering from an 
eye operation, receiving medicines and treatment and 
care from employees of defendant, and under the care 
of said defendant’s employees, that said defendant’ 
employees, or some, or one of them, negligently failed 
to exercise such reasonable skill and care as was re- 
quired under the circumstances, and that they negli: 
gently permitted, or failed to prevent, a newsboy 
from entering plaintiff's room in said hospital, and 
slap or strike plaintiff, who was asleep, on the leg, 
startling him, and causing him to jump and fall out 
of bed, thereby causing a hemorrhage in his left eye, 
and that he suffered damage therefrom, then you shall 
find for the plaintiff.” The defendant’s instruction, said 
the court, was designed to qualify the rule in the plain- 
tiffs instructions by making it clear that the defend- 
ant was not required to guard against that which, 
under the circumstances, was not likely to happen or 
which a reasonably prudent person would not antic- 
pate as likely to happen. The court said that it did 
not think that, when all of the instructions are read to- 
gether, the jury could have been misled by any im 
proper wording in the defendant's instruction. The 
judgment of the lower court in favor of the hospitd 


‘was accordingly affirmed. Scoggins v. Vicksburg Hos- 
pital, Inc., 91 So.(2d) 837 (Miss., 1957). 
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Renal Ischemia in Patients with Diseases of the Heart: 
|. Results of Catheterization of the Renal Veins in 31 
Patients with Nonhypertensive Diseases of the Heart. 
|. Himbert, P. Gelé, L. Scebat and J. Lenégre. Ann. 
méd. 57:634-646 (Nov.-Dec.) 1956 (In French) [Paris]. 


Renal venous pressure was measured with the aid 
of catheterization of the right renal vein in 31 non- 
hypertensive patients, 25 of whom had rheumatic 
valvular heart disease, 2 of whom had chronic cor 
pulmonale, 1 of whom had arteritis, and 3 of whom 
had chronic constrictive pericarditis. Of the 31 pa- 
tients, 10 did not have ventricular decompensation of 
the right side of the heart or a history of it, 10 had 
regressive decompensation of the entire heart or of 
the right ventricle, and 11 had progressive decompen- 
sation of the entire heart or of the right ventricle, asso- 
ciated with peripheral edema in 5. Renal oxygen 
consumption was measured in only 26 of the 31 
patients. Catheterization of the renal vein was carried 
out by passing the catheter through an antecubital 
vein and the inferior vena cava into the renal vein. 
The procedure was carried out on the occasion of 
venous catheterization of the cavities of the heart. 
Para-aminohippuric acid and manitol extraction ratios 
also were determined. 

The average right renal venous pressure was 5.6 
cm. of water in the 10 patients without ventricular 
decompensation of the right side of the heart, 4.5 cm. 
of water in 10 patients with regressive decompensa- 
tion, and 11.5 cm. of water in the 11 patients with 
progressive decompensation. These data show that 
renal venous pressure increases progressively with 
progressive cardiac decompensation; it is linked to 
the appearance of right ventricular decompensation 
and decreases with the regression of the latter. Renal 
venous pressure thus varies in close function of the 
pressure of the right auricle, which it exceeds by 1 to 
5.5 cm. of water. It is, therefore, directly subjected to 
the influence of the variations of the filling of the right 
ventricle. There was close correlation between the 
right renal pressure values obtained with the aid of 
catheterization of the renal vein and peripheral venous 


The place of publication of the periodicals appears in brackets 
preceding each abstract. 

Periodicals on file in the Library of the American Medical As- 
‘ociation may be borrowed by members of the Association or its 
tudent organization and by individuals in continental United 
States or Canada who subscribe to its scientific periodicals. Re- 
quests for periodicals should be addressed “Library, American 
Medical Association.” Periodical files cover 1948 to date only, 
und no photoduplication services are available. No charge is 
nade to members, but the fee for others is 15 cents in stamps 
‘or each item. Only three periodicals may be borrowed at one 
‘me, and they must not be kept longer than five days. Periodicals 
published by the American Medical Association are not available 
lor lending but can be supplied on purchase order. Reprints as a 
tule are the property of authors and can be obtained for perma- 
tent possession only from them. 


pressure measured in the antecubital fossa or in the 
forearm. Determination of the oxygen consumption 
rate in the patients with the various degrees of cardiac 
decompensation did not reveal a regular reduction of 
the oxygen consumption rate with progressive decom- 
pensation of the heart. While the renal blood flow is 
simultaneously reduced, the relation of the amount of 
oxygen supplied to the kidney, with that consumed 
simultaneously, fades away. The arteriovenous renal 
difference in oxygen increases, thus showing at the 
renal level what happens with respect to the entire 
organism. These observations suggest that the partial 
pressure in oxygen in the peritubular capillaries must 
be reduced. The functional consequences of | this 
anomaly of the tubular metabolism have not vet been 
fully established. 


The Fatty Acids of the Blood in Coronary-Artery Dis- 
ease. A. T. James, J. E. Lovelock, J. Webb and W. R. 
Trotter. Lancet 1:705-708 (April 6) 1957 [London]. 


The observation that atheromatous plaques are pre- 
dominantly lipid in composition has encouraged many 
attempts to correlate the incidence of coronary artery 
disease with abnormalities of lipid metabolism. The 
development of gas-liquid chromatography by James 
and Martin in 1956 has made possible the direct isola- 
tion, identification, and analysis of all the fatty acids 
between Cy and C.» from a few milligrams of mixed 
fatty acids. The authors used this technique in 12 
patients with coronary artery disease and in 12 healthy 
persons of the same age and sex. For the purpose of 
this analvsis the blood was divided into red-blood-cell, 
plasma-phospholipid, and plasma _acetone-soluble 
fractions. In the red-blood-cell and plasma-phospho- 
lipid fractions, there were no detectable differences 
between the proportions of any fatty acids in the 
patients and their controls. In all 3 fractions, the mean 
proportions of the “essential fatty acids” (linoleic and 
arachidonic) were about the same in the patients and 
in the controls. Hence these observations do not sup- 
port the hypothesis that deficiency of these “essential 
fatty acids” is a factor in the genesis of coronary 
artery disease. 

In the acetone-soluble fraction of the plasma 
(containing cholesterol esters and glycerides) there 
was some suggestion of an increase in the com- 
bined proportions of mono-unsaturated and 
C,, acids in the patients as compared with the con- 
trols. The ratio of the most abundant of these acids 
(oleic) to its corresponding saturated acid (stearic) 
was higher in the patients with coronary artery 
disease. The existence of a significant difference in 
the ratio of oleic acid to stearic acid in the patients 
with coronary artery disease suggests that the disease 
may be a consequence of some fault of metabolism 
rather than of diet, as is usually held. It must be 
emphasized, however, that the acetone-soluble frac- 
tion of the plasma lipids, in which these differences 
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are observed, is a mixture of glycerides and cholesterol 
esters. Until these two lipids can be studied separately 
it is unlikely that a clear picture of the differences 
between the patients and their controls will emerge. 


Serious Heart Disease Simulated by Hiatus Hernia. 
E. D. Palmer. U. S. Armed Forces M. J. 8:477-480 
(April) 1957 [Washington, D. C.]. 


During the management of 214 patients with hiatus 
hernia, 11 were encountered who presented the classi- 
cal symptoms of angina pectoris and 3 who showed 
the classical manifestations of acute myocardial in- 
farction. Several other patients with more complicated 
clinical findings had complaints that suggested coro- 
nary artery disease in addition to various forms of 
dyspepsia. The problem that patients of this category 
create concerns much more than mere differentiation 
of heart disease from hiatus hernia. Some _ patients 
clearly have both without apparent causal association, 
as did 9 of the 214. Others appear to show significant 
coronary artery repercussions resulting from some 
form of autonomic reflex, sparked by the activities of 
the displaced gastric sac. The 11 patients whose con- 
ditions had been diagnosed from their symptoms as 
coronary insufficiency had been needlessly living the 
restricted and frightened lives of angina pectoris pa- 
tients for an average of more than 8 months. Brief 
reports are given of a patient in whom hiatus hernia 
mimicked coronary insufficiency and of 3 patients with 
misdiagnosed infarction. 

The most important error involved, in addition to 
lack of awareness on the heart-disease-mimicking po- 
tentialities of hiatus hernia, was failure to accept the 
normal results of objective studies, because the clinical 
features of heart disease seemed so evident. It is 
important to remember that, as a rule, the smaller a 
hiatus hernia is, the more severe are the subjective 
manifestations. The hernias among the present group 
of 14 patients were 2 to 3 cm. in size but no larger. 
It is an error to assume that a normal x-ray series of 
the upper part of the gastrointestinal tract excludes 
the diagnosis of hiatus hernia. Not only must the 
radiologist use a special technique if he is to demon- 
strate the lesion but also in many cases the herniation 
is intermittent, spontaneously undergoing reduction, 
and not readily reproducible on the fluoroscopic table. 
Among the 214 patients, a single roentgenographic 
series demonstrated the lesion in only 78% and re- 
peated studies in only 85%. 


The Round Tuberculous Focus (Tuberculoma) of the 
Lung; Incidence, Form of Occurrence, and Further 
Course. S. Sato, M. Sato, M. Toshima and others. Sc. 
Rep. Res. Inst. Tohoku Univ. (Ser. C) 7:1-54 (July) 
1956 (In German) [Sendai, Japan]. 


The author applies the term “round focus” or “tu- 
berculoma” to every pulmonary tuberculous focus 
with a diameter of 1 cm. or more that is round and 
well defined. Encapsulated pleural effusions will not 
be confused with round pulmonary foci, if proper 
attention is given to the topographic anatomy. Foci 
not detectable in a survey film but only on tomograph- 
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ic examination are included. The authors report ob. 
servations on 299 patients with 354 round foci tha 
were found when the roentgenograms of 31,069 pa. 
tients with pulmonary tuberculosis, observed during 
the period from 1944 to 1954, were studied. On roent. 
genologic examination, a round tuberculous focy; 
cannot be differentiated from a malignancy, but , 
malignant lesion was discovered in only 10 of the 
patients studied by the authors. Nevertheless, al. 
though malignant lesions were rare (about 3%), the 
author believes that, if the suspicion of a malignant 
neoplasm cannot be definitely excluded, surgical treat. 
ment should not be postponed. 

When the tuberculous nature of a round focus has 
been established, the patients should either receive 
conservative antituberculous therapy or should be 
kept under observation. No treatment is necessary if 
the round focus is less than 2 cm. in diameter and no 
tubercle bacilli can be found, but there should be 
continuous supervision. Every round focus in which 
there is any sign of lessening in density and/or tu. 
bercle bacilli are present calls for chemotherapy in 
the form of streptomycin, aminosalicylic acid, and 
isoniazid, Most tuberculous round foci will heal and 
become cicatrized under this treatment. If the round 
focus does not respond after chemotherapy has been 
continued for several months, resection should be 
carried out. If the focus is large and shows lessening 
of density or the patient does not care to submit to a 
prolonged period of chemotherapy, resection is the 
method of choice, but chemotherapy should precede 
and follow the operation to control possible dissemi- 
nations and because other tuberculous lesions may 
exist in the lungs. 


Study of Symptoms of Typhoid Based on Series of 
1,476 Patients Admitted to a Hospital from 1948 to 
1955. F. Muratore and A. Stagira. Riforma med. 
71:266-270 (March 9) 1957 (In Italian) [Naples]. 


The authors studied the frequency of the symptoms 
observed 3 to 4 days before treatment in 1,476 pa- 
tients with typhoid admitted to hospital from 1948 to 
1955. Raw vegetables and sea foods were the most 
frequent source of the infection. Most of the patients 
were 10 to 20 years old. The infection was most 
markedly frequent in the summer and frequent in the 
spring and fall. Continuous or intermittent fever was 
present in 75.12 to 91.54% of the patients, with chills 
in 8.25 to 45%, sweats in 4 to 32%, sore throat in 0.57 
to 9.25%, epistaxis in 2 to 10%, anorexia in 20.57 to 
33.45%, headache in 49 to 68%, clouded sensorium in 
8 to 44%, rose spots in 0.48 to 4.61%, splanchnic dis- 
turbances in 78.04 to 91.48%, hepatic disturbances in 
61.14 to 77.44%, arrhythmia without fever in 30.29 
to 51.85%, hypotension in 72.19 to 92%, dry tongue in 
82.40 to 92.95%, vomiting in 7 to 34%, diarrhea in 
17 to 30%, constipation in 4 to 21%, melena in 0.29 to 
6.38%, leukopenia in 65.71 to 82.21%, and lymphocy- 
tosis in 50 to 60%. Compared with studies of other 
authors, the occurrence of sore throat was found to 
be more frequent and that of rose spots and epistaxis 
less frequent. The author studied the symptoms in 
10 patients with typhoid who received symptomatic 
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treatment only. The typical fever curve was observed 
in § patients, epistaxis in 2, anorexia in 5, headache 
in 8, clouded sensorium in 2, rose spots in 4, splen- 
omegaly in 8, hepatomegaly in 7, arrhythmia in 5, 
hypotension in 10, dry tongue in 9, vomiting in 4, 
diarrhea or constipation in 6, and leukopenia with 
lymphocytosis in 9. The infection was severe in all 
patients. The usual period of hospitalization was from 
40 to 60 days. The authors conclude that the classic 
symptoms of typhoid have not changed and no new 
symptoms have appeared, but the frequency of cer- 
tain symptoms may change from year to year. 


Brucellosis in the Hospital “A. Cardarelli” of Naples 
in the Last 8 Years: A Clinical and Statistical Con- 
tribution. D. Ciullo. Acta med. ital. 12:38-43 (Feb.) 
1957 (In Italian) [Rome]. 


Sixty-six patients 13 to 73 years old with brucellosis 
were admitted to the Hospital A. Cardarelli of Naples 
between June, 1947, and October, 1955. During the 
same period this hospital admitted 172 patients with 
other infectious diseases, and 622 cases of brucel- 
losis were recorded for the whole province of Naples. 
The highest frequency of cases occurred in the years 
1951, 1953, and 1954; the frequency for other in- 
fectious diseases was also high in these same years. 
Most of the 66 patients contracted brucellosis in the 
spring or summer; in these two seasons abortion among 
domestic animals, which is the most common source 
of infection, is high. Forty-three patients were from 
rural areas, and 20 of them were shepherds or peas- 
ants whose work involved the handling of milk and 
milk products. Eight patients came from the same 
community. Most patients had hepatomegaly and 
splenomegaly. Lymphocytosis was present in all pa- 
tients and was marked in 13. Agglutination tests were 
positive for Brucella melitensis in 52 patients. Previ- 
ous treatment with antibiotics had reduced the 
agglutination titers in 8 patients. 


Multiple Myelomatosis: A Review Based on 68 Pa- 
tients. J. R. Martin and L. Johnson. Canad. M. A. J. 
76:605-615 (April 15) 1957 [Toronto]. 


In a series of 68 patients with multiple myelomatosis 
44 were men. The symptoms appeared mostly in pa- 
tients who were around 60 years of age. The clinical 
diagnosis was confirmed by sternal marrow aspira- 
tion, biopsy, or autopsy. The chief feature of multiple 
myelomatosis is the marked proliferation in the mar- 
tow of a cell resembling a plasma cell. No other 
disease, characterized by hyperglobulinemia, shows 
a marrow plasmocytosis to the same extent. Immature 
forms do not appear in multiple myelomatosis. Spinal 
cord compression was observed in 7 patients, mostly 
in the region of the lower thoracic or lumbar verte- 
brae. A protracted course of multiple myelomatosis 
without pain occurred in only 6 patients; 2 of them 
died 18 and 7 months respectively, after their first 
medical examination. The other 4 patients were seen 
only for a short time. Susceptibility to pulmonary and 
other types of infections is remarkable and may be the 
earliest manifestation of the disease. Chest infections 
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and renal failure, or both, caused death in at least 
50% of the patients. Those who died from pneumonia 
had pathological fractures of the ribs, which severely 
hampered respiration and encouraged the stasis of 
bronchial secretions. Various impairments of renal 
function are common; fulminating uremia may lead 
to death. The causes are unknown, but the presence 
of Bence Jones proteinuria and the absence of hyper- 
tension should assist in arriving at the correct diag- 
nosis. Hemorrhages occurred and caused death in 3 
patients. Extramedullary deposits of myelomatous 
cells were found most frequently in the abdominal 
and mediastinal lymph nodes, spleen, and liver. 

The average duration from the onset of symptoms 
to death was 15.7 months. One patient lived for 4 
years, following the accidental discovery of Bence 
Jones proteinuria. No new light was shed on the 
osseous and marrow changes in multiple myeloma- 
tosis, but new bone formations were observed in 
several patients. If pathological fractures are immobil- 
ized, they will heal. 


SURGERY 


Results of Surgical Management of Carcinoma of the 
Thyroid. J. L. Sawyer, M. A. Block and H. E. Bowman. 
J. Michigan M. Soc. 56:468-470 (April) 1957 [St. Paul. 
Minn.]. 


A follow-up study was carried out on 37 patients 
with carcinoma of the thyroid treated surgically. All 
patients were followed a minimum of 3 years or to 
death. Most of the malignant lesions of the thyroid 
were of the papillary or follicular variety or a mixture 
of these two. The primary operation in the 19 patients 
with papillary adenocarcinoma was subtotal lobectomy 
in 8, with 2 recurrences; total lobectomy in 5, with 1 
recurrence; excision of the nodule only in 5, with 4 
recurrences, and biopsy only in 1 patient, whose con- 
dition was inoperable. Radical neck dissection was 
performed in 7 patients in conjunction with either 
total or subtotal lobectomy. Of the 7 patients who 
were subjected to radical neck dissection either at the 
time of the original operation or after recurrence, all 
except the one who had a metastasis at the time of 
operation were living and had had no recurrence 
when last seen. 

The initial operation in the 10 patients with follicu- 
lar adenocarcinoma consisted of subtotal lobectomy 
in 4 patients, with 2 recurrences; total lobectomy in 
4 patients, with 1 recurrence; and excision of the 
nodule only in 2 patients, with 1 recurrence. Both of 
the latter two patients were followed within 1 month 
by neck dissection, which in 1 consisted of a limited 
dissection followed in 2 years by a radical dissection 
for recurrence; in the other a bilateral radical dis- 
section was performed. Both patients were living with- 
out evidence of recurrence when last seen. Even 
though limited excision of thyroid carcinoma can be 
curative, possibly fatal recurrences occur with suffi- 
cient frequency to warrant total thyroid lobectomy 
with excision of the isthmus and ipsilateral radical 
neck dissection as the procedure of choice in treating 
papillary and follicular varieties of thyroid carcinoma. 
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Abnormal Opening of Veins into the Heart: Diagnosis 
and Operative Possibilities. F. F. Niedner and H. G. 
Kaatz. Cardiologia 30:173-181 (No. 3) 1957 (In Ger- 
man) [Basel, Switzerland]. 


The authors stated that cardiac catheterization, 
carried out simultaneously with angiocardiography, 
to establish topographic relations is completely re- 
liable only when combined with other methods. Sur- 
gical repair of various abnormal venous openings into 
the heart was performed on 6 patients. Possible 
anomalies of pulmonary veins may be divided into 4 
groups: (1) transposition of the right pulmonary veins 
opening into the right auricle or into a vena cava, 
(2) transposition of the left pulmonary veins opening 
into the left vena cava or into the coronary sinus, 
(3) the total transposition of all veins opening alto- 
gether into the auricles, and (4) abnormal openings of 
individual pulmonary veins. Abnormal openings of the 
vena cava sinistra persistens into the area of the left 
auricle required surgical repair. Ligature could only 
be performed when there was a transverse connection 
with the superior vena cava. The principle of surgical 
repair of transposition of the pulmonary veins con- 
sisted in making an opening into the left auricle and 
in closing the interauricular septal defect. Left pul- 
monary veins were, therefore, anastomosed to the 
left auricle and the connection with the vena cava was 
interrupted. Closure of interauricular septal defect 
was performed by atrioseptopexy. The principle of 
surgical repair of abnormal openings of right pulmo- 
nary veins, which are more frequent than of those 
on the left, is to suture the anterior wall of the pul- 
monary vein that opens into the right auricle to the 
posterior margin of the defective, remaining inter- 
auricular septum so that the pulmonary vein is con- 
ducted into the left auricle and completely separated 
from the right auricle. The perfect result of the oper- 
ation was shown by the fact that the right auricle 
had remarkably decreased, since only the blood of the 
venae cavae and of the coronary sinus was conveyed. 
Five months after operation roentgenograms showed 
a decrease in the size of the heart. 


Localized Bronchiestasis in the Adult Patient. J. J. 
Reinhard Jr. and L. E. Sylvester. Delaware M. J. 
29:88-91 (April) 1957 [Farmhurst]. 


Localized bronchiectasis in adults often goes un- 
recognized, because hemoptysis and recurrent upper 
respiratory infection may be the only symptoms. The 
authors observed this process in their thoracic sur- 
gical service in 6 patients in the course of 2 years. All 
of these patients first consulted a physician because of 
hemoptysis. The routine anteroposterior and lateral 
roentgenograms of the chest were comparatively nor- 
mal in 5, while the 6th patient had minimal roent- 
genographic changes in the lingula of the left lung. 
Bronchoscopic examination revealed normal findings 
in 3 of the patients. Bronchoscopy and routine chest 
films are inadequate tools with which to rule out this 
condition. Bronchography is necessary to confirm the 
diagnosis, and accurate mapping of all bronchial seg- 
ments is essential to planning of the surgical resection. 


J.A.M.A., July 13, 195° 


The authors performed 4 lobectomies and 2 segments] 
resections without any untoward incident, and ther 
were no postoperative complications. The patient; 
were followed for 6 to 24 months, and all had resume; 
their former duties with no signs or symptoms of 
residual disease when last seen. There was no post. 
operative hemoptysis, pneumonitis, or abnormal 
sputum production. Localized bronchiectasis in adults 
in contrast to the childhood type has an excellent 
prognosis with surgical treatment. 


Treatment of Perforated Peptic Ulcer: A Report of 
Four Hundred and Thirty-seven Surgical Cases. A. |, 
Martinis, H. H. Olson and H. N. Harkins. West. |. 
Surg. 65:72-80 (March-April) 1957 [Portland, Ore], 


A series of 437 patients with free intraperitoneal 
perforations of benign peptic ulcers included 40) 
men and 36 women. The ages of these patients were 
somewhat higher than those in other reports on per- 
forated ulcers. More than 55% of the patients were 
over 50 years of age. A history of drinking or evidence 
of the effects of overindulgence in alcohol was evident 
in 136, or 31%, of the patients. A clinical diagnosis of 
perforation was made in 415 patients, the diagnosis 
being made at autopsy in the remaining 22. There 
were 99 deaths (22.6%). If the 22 in whom the per- 
foration was diagnosed only at autopsy are dis- 
regarded, the case fatality rate was 18.5%, This rate 
increased with age and with delay in operation. The 
results of conservative treatment were unsatisfactory, 
in that, 34 of 57 so treated died (59.5%). Of the 358 
who were operated on 43, or 12.1%, died. Primary or 
early elective gastric resection was associated not only 
with the lowest death rate but with the best late 
results. The mortality decreased as primary gastric 
resections increased. 


Vascular Emergencies in General Surgery. O. Brucks- 
chwaiger. Nova Scotia Med. Bull. 36:130-144 (April) 
1957 [Halifax, N. S., Canada]. 


In an attempt to emphasize the role the general sur- 
geon may have to play in acute vascular emergencies 
and how he might deal with them, the author reports 
on 11 patients, between the ages of 13 and 77 years, 
treated during 15 years of surgical service in various 
hospitals. Of the 11 patients, 1 was operated on for 
compression of the pelviureteral junction by the renal 
artery and the renal vein, 1 for a rapidly increasing 
hematoma at the floor of the mouth caused by an ac- 
cidental gunshot wound, 1 for tibial artery compres 
sion syndrome after an automobile accident, 1 for 
anterior tibial syndrome, 1 for scalenus anticus syn- 
drome, 1 for bleeding from a tear in the anterior wall 
of the right common iliac artery, which occurred in the 
course of cholecystectomy in a woman with an ectopic 
pregnancy, 1 for a gunshot wound in the abdomen 
with an injury to the superior mesenteric artery, | for 
a severe injury to the right external iliac artery caused 
by slipping of a butcher’s knife, 2 for peripheral em- 
bolism of the left axillary artery and right subclaviat 
artery respectively, and 1 for traumatic thrombosis 
the left axillary artery sustained in a miner's accident. 
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The principles to be observed in vascular surgery 
are as follows: The vessels should be dissected at the 
adventitial level to liberate them from the surrounding 
tissue. Blood vessels, small or large, are not tied. The 
goal of the operation is defeated by further damage 
to an already greatly deficient circulation. A clear and 
bloodless field should be obtained by the use of con- 
tinuous irrigation with isotonic sodium chloride solu- 
tion, preventing the tissue from becoming dry. Gentle 
pressure with small, moist sponges will prevent the 
formation of hematomas. Two or 3 units of blood and 
some type of graft or prosthesis to bridge large de- 
fects of the vessel wall should be available. To di- 
minish the risk of narrowing and thrombus formation 
at the suture site and to shorten the operation time, 
the side-to-end, by-pass graft has been recommended 
by Kunlin and co-workers and has lately gained many 
supporters. 

Patients with vascular emergencies treated by the 
general surgeon too frequently get a poor functional 
result or even lose an extremity. The most important 
single factor responsible for this situation is the time 
interval between onset and recognition of the vascular 
accident. All too often the absence of pulse, the livid 
color of the skin, the coldness of the extremity, and 
the loss of sensation and function is not noticed by 
the examiner. All too often, complicated methods of 
examination and time-consuming tests delay treat- 
ment of patients in whom a correct diagnosis could 
be made with the aid of the observing eye and gentle 
palpation. Other, less important factors are hesitation 
of the surgeon to operate, even if the emergency has 
been recognized; delay due to use of conservative 
methods over a prolonged period of time; and the 
failure of the surgeon to observe the basic rules in 
vascular surgery. 


NEUROLOGY & PSYCHIATRY 


Mental Illness: A Survey Assessment of Community 
Rates, Attitudes, and Adjustments. N. J. Cole, C. H. H. 
Branch and O. M. Shaw. A. M. A. Arch. Neurol. & 
Psychiat. 77:393-398 (April) 1957 [Chicago]. 


Using a personal-interview, largely unstructured 
approach, a third-year psychiatric resident and a 
trained psychiatric social worker visited 200 con- 
secutive homes in 8 city blocks in Salt Lake City. 
In an informal, friendly way, they elicited informa- 
tion regarding the incidence of mental illness or gross 
emotional disturbance in each family, the attitudes 
toward mental illness and its treatment, the respond- 
ent’s sophistication toward possible causes of mental 
illness, and the community resources available for 
treating such patients. 

Within the limitations of the method used, roughly 
33% of the adult population sampled in this survey 
appeared to have some kind of specific mental illness, 
and about 50% of the families sampled contain at 
least 1 mentally ill person. Of a total of 111 persons 
who were identified as having definite mental illness, 
1) had schizophrenia, 18 had hysterical symptoms, 41 
were definitely anxious persons unable to cope with 
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problems, 14 were alcoholics, 11 showed suicidal ges- 
tures or other acting-out symptoms of severe pro- 
portions, 6 had senile psychoses, and 10 had 
psychosomatic illnesses. Of this group, about 60% 
received no medical or psychiatric treatment. Roughly 
60% of the population knew of no available facility, 
and about 60% would not advise a person recognized 
as mentally ill to seek medical help. One might specu- 
late that factors may be operating that cause the peo- 
ple to resist the acquisition of adequate orientation 
in this general area, since the degree of naiveté is 
apparently independent of social, educational, or eco- 
nomic status. In any event, if medical treatment be 
regarded as the best method of handling emotional 
disorders, broader educational campaigns would seem 
to be indicated. On the other hand, since it appears 
unlikely that adequate numbers of clinicians will 
become available in the predictable future, it might 
be useful to investigate further the nonmedical meth- 
ods by which many of these mentally ill people have 
been able to keep themselves at some sort of function- 
ing level. 


Homosexuality: An Analysis of 100 Male Cases Seen 
in Private Practice. D. Curran and D. Parr. Brit. M. J. 
1:797-801 (April 6) 1957 [London]. 


Of 5,000 psychiatric patients seen in private prac- 
tice, 100 men (5%), between the ages of 16 and 69 
years, and 7 women (0.3%) were homosexuals. The 
100 men were studied retrospectively and so far as 
possible by follow-up. All but 11 of the 100 patients 
admitted to 1 or more homosexual acts with others 
since adolescence. Many were highly promiscuous, 
and most of them were quite active, the practicing 
group committing at a conservative estimate an aver- 
age of at least 10 homosexual acts each annually. 
There was no evidence that those who admitted to 
sodomy differed from other practicing homosexuals in 
social or economic success, stability, or social worth 
or that the continent group differed from practicing 
homosexuals in these respects. Of the 100 patients, 43 
had an associated psychiatric syndrome (often min- 
imal), a neurotic, inadequate or “sociopathic” person- 
ality, or a combination of both. Six additional patients 
gave a history of psychiatric trouble in the past. Thus, 
despite the probability that any group of homosexuals 
referred to a psychiatrist might be expected to be 
heavily weighted in the direction of psychiatric ab- 
normality, 51 were considered to be free from gross 
personality disorder, neurosis, or psychosis during 
their adult lives. 

Of the 100 men, 17 were pedophiliacs, i. e., they 
were sexually attracted to prepubertal boys. They 
constituted a distinct group, and only 2 committed 
homosexual acts with both adult men and prepubertal 
boys. There was no evidence of those preferring adults 
subsequently seeking boys—the “rake’s progress.” Of 
59 patients from whom relevant information was ob- 
tained in the follow-up, a change toward heterosexual 
preference was noted in 9, while 3 became more 
homosexual, and 47 were unchanged. Only 1 of 24 
patients originally regarded as “100% homosexual” re- 
ported a change in the direction of heterosexuality. 
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Twenty-five patients treated psychotherapeutically 
derived no apparent benefit in terms of changed 
sexual preference or behavior as compared with 25 
matched patients not so treated. No difference be- 
tween the 2 groups could be discerned as regards 
change in sexual orientation, discretion, or control. 
Twelve of the treated patients, as compared to 8 of 
the untreated patients, appeared to come to better 
terms with their problems at a subjective level, but 
increased overt activity was sometimes noted after 
treatment. None of these differences were statistically 
significant. 


Visual Modification in Pharmacologically Induced 
Emotional States. G. Leoni. Cervello 33:95-113 (March 
15) 1957 (In Italian) [Naples]. 


The author studied the modification of visual acuity 
in 31 healthy subjects after the intravenous adminis- 
tration of 60 mg. of nicotine (13 subjects) or 20 mg. 
of methamphetamine (18 subjects). The subjects were 
from 29 to 46 years of age, most of them were men, 
and they were all laborers. Excitation was marked in 
4 subjects, less marked in 10, and barely perceptible 
in the remaining 17. A parallel between the intensity 
of the objective emotional symptoms and the modi- 
fication of the visual acuity was not found. Increased 
acuity, improved capacity of the background-figure 
inversion, increased capacity of form integration, and 
increased color recognition were observed. Poor re- 
sponse to these tests occurred in very few subjects. 


GYNECOLOGY & OBSTETRICS 


Pelvic Endometriosis: A Review of 101 Consecutive 
Cases, H. D. Hilton. Nebraska M. J. 42:159-164 (April) 
1957 [Lincoln]. 


Endometriosis is the only condition in which ectopic 
benign cells invade and infiltrate other tissues. The 
displaced endometrium forms nodular or diffuse 
growths indistinguishable from functioning uterine 
mucosa. Internal endometriosis is located within the 
myometrium and is commonly referred to as endo- 
metriosis of the uterus or adenomyosis. External endo- 
metriosis encompasses all forms of the disease exist- 
ing outside of the uterus, such as foci in the pelvic 
peritoneum, the ovaries, round ligaments, sigmoid, 
and other structures. The posterior half of the pelvis 
is the principal area of involvement. The theories of 
the pathogenesis of endometriosis reviewed by the 
author are (1) the retrograde implantation theory of 
Sampson, (2) the lymphatic and vascular metastatic 
theories of Halban and Sampson, and (3) the theory 
of metaplasia of Iwanoff, Novak, and Allen, Observa- 
tions are presented on 101 consecutive pelvic laparot- 
omies in which endometriosis was encountered and 
verified by microscopic examination of the surgical 
specimen or biopsy material. Forty-two patients had 
internal endometriosis (adenomyosis), and 59 had ex- 
ternal endometriosis. The average age of the patients 
with external endometriosis was 37, and that of those 
with internal endometriosis was 46 years. 
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The chief symptoms of internal endometriosis js 
menometrorrhagia, and it occurs mostly during the 
5th decade of life. External endometriosis flourishes 
during the 3rd and 4th decades, and its principal 
manifestations are pain and sterility. Treatment should 
be individualized. The decision to advise operation 
depends on the severity of the symptoms, the age of 
the patient, her marital status, the desire for children, 
and the extent of involvement. The nature of the 
operation is governed by the same considerations. 
For instance, one ovary and the uterus may be pre- 
served in a patient under 35 years of age with severe 
symptoms in the hope of subsequent conception, al- 
though additional surgery of a more radical nature 
may be necessary later. The severity of symptoms, on 
the other hand, may overrule all other considerations, 
necessitating hysterectomy with or without sacrifice 
of the ovaries. Ordinarily, the ovaries are not removed 
in patients under 40 years unless they are involved. 
Extensive disease with severe symptoms should be 
treated radically regardless of age. 


Premature Rupture of the Membranes: An Obstetric 
Problem. G. A. Sangalang. Obst. & Gynec. 9:390-395 
(April) 1957 [New York]. 


Sixty pregnant women with premature rupture of 
the membranes were hospitalized and treated con- 
servatively with antibiotics. Penicillin was given intra- 
muscularly with an initial dose of 600,000 units, fol- 
lowed by doses of 300,000 units every 12 hours. 
Terfonyl, a proprietary mixture of sulfodiazine, sul- 
famerazine, and sulfamethazine, was given orally, in 
combination with penicillin, using an initial dose of 
2 Gm., followed by doses of 1 Gm. every 6 hours. 
Oxytetracycline alone was given to those patients who 
gave a history of allergy to penicillin or Terfony); 
oxytetracycline was administered either intravenously 
or orally with initial doses of 500 to 750 mg., followed 
orally by 250 mg. every 6 hours. This conservative 
treatment with antibiotics was combined with bed 
rest, expectancy, and avoidance of unnecessary rectal 
and vaginal examinations and was continued until 
completion of spontaneous labor in 57 of the 60 women 
who had normal pregnancies or in whom pregnancies 
were complicated by mild preeclampsia or mild 
uterine bleeding. In only 3 women, preeclampsia or 
uterine bleeding became sufficiently severe to en- 
danger the life of either mother or child, and, in these, 
pregnancy was terminated by medical induction of 
labor with intravenously given oxytocin drip or oral 
administration of castor oil and quinine. These 3 pa- 
tients had a few days of conservative antibiotic 
therapy before termination of pregnancy. No cesarean 
section was performed in any of the 60 patients. 

Some degree of maternal morbidity on admission 
was found in 20 women with temperatures ranging 
from 99.1 F (37.5 C) to 101 F (38.5 C). The response 
of these patients to the antibiotics was remarkable. 
No maternal postpartum morbidity or death occurred. 
There were no stillbirths and no neonatal morbidity. 
There were 2 premature neonatal deaths, and autopsy 
findings in these 2 infants showed massive atelectasis 
of both lungs but no evidence of intrauterine infection 
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was present. Of 60 cervical cultures, 16 were positive, 
with Escherichia coli and hemolytic streptococci as 
the predominant organisms. All these cultures were 
sensitive to the antibiotics used. Severe amnionitis 
with fetal distress occurred in 1 woman and was 
treated conservatively with successful results. About 
75% of the patients were Negroes. Fifteen had chronic 
cervicitis, and 10 had had positive smears for gono- 
coccus. Whether these findings have any significance 
as causative factors contributing to the premature 
rupture of the membrane is difficult to evaluate. 
Cleanliness and good hygiene on the part of the 
patient may be important factors in preventing pre- 
mature rupture of membranes. The conservative 
management of patients with this condition with anti- 
biotics was effective in reducing the incidence of late 
fetal and early neonatal deaths by preventing maternal 
and fetal infections and by giving the fetus a better 
chance to attain optimum maturity. 


Congenital Malformations and Obstetrics. M. E. Davis 
and E. L. Potter. Pediatrics (Supp. No. 4, Part 2) 
19:719-724 (April) 1957 [Springfield, IIl.]. 


The existence of a malformation in a fetus is not 
often associated with abnormalities of pregnancy or 
labor. The main problem facing the obstetrician arises 
from the need for counseling parents who have had a 
malformed child and for answering their questions 
concerning the cause of such abnormalities and the 
probability of repetition in subsequent pregnancies. 
Malformations were reported by the National Office 
of Vital Statistics as responsible for 4.4 neonatal 
deaths per 1,000 live births during the first 3 months 
of 1950. Malformations accounted for 24% of the 
deaths of infants weighing over 2,500 Gm. (5.5 lb.) 
and for only 7% of the deaths of infants weighing 
2,500 Gm. or less that were born in the United States 
during this period. 

Of 5,000 consecutive births at the Chicago Lying-in 
Hospital in 1951 and 1952, 210 surviving infants were 
found to have certain conditions considered to be 
malformations. It was thought that not more than 10% 
of these infants, or 4.2 per 1,000 births, would be 
handicapped by the malformations. For the same pe- 
riod, there were 23 neonatal deaths and 9 stillbirths 
from malformations, making an incidence of 6.4 per 
1,000 births. Combining these figures with the number 
of surviving children believed to be handicapped by 
a congenital malformation gives an incidence of 10.6 
per 1,000 total births. Thus about 1% of reported 
births are of infants with lethal or handicapping mal- 
formations that can be diagnosed at or soon after 
birth. Lethal malformations involved the central nerv- 
ous system more often than any other part of the 
body, with anencephaly the most common single 
anomaly. Cardiac malformations were second, with 
those of the gastrointestinal and genitourinary tracts 
about equal and in 3rd and 4th places. Malformations 
occur more commonly in males than females, in white 
than nonwhite children, and in the children of women 
who are near the beginning or end of the child-bearing 
period. Genetic disturbances can rarely be shown to 
be the cause of malformations. 
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PEDIATRICS 


Poisoning From Petroleum Distillates: The Hazards of 
Kerosene and Furniture Polish. A. B. Soule Jr. and 
J. C. Foley. J. Maine M. A. 48:103-110 (April) 1957 
[Brunswick]. 


Accidents have become the major cause of death 
among children between the ages of 1 and 3 years. 
In rural and semirural areas, where kerosene and 
other forms of fuel oil are used for heating and cook- 
ing, accidental ingestion of petroleum products is the 
commonest form of poisoning. A study made in north- 
western Vermont in 1953 revealed that 101 children 
between the ages of 8 months and 2 years had been 
admitted to hospitals because of accidental ingestion 
of kerosene, and, since then, 60 additional children 
have been hospitalized for the same condition. Three 
of these children died. Two of the deaths resulted 
from kerosene poisoning, whereas the third child died 
after drinking furniture polish. The characteristic 
lesion of kerosene poisoning is an acute fulminating 
and hemorrhagic bronchopneumonia that appears 
within minutes or several hours of exposure, reaches 
its height in 3 to 12 hours, and subsides slowly over 
a period of from hours to many days in nonfatal cases. 
Marked congestive changes appear in the capillaries 
of bronchioles and alveolar walls, and there is a rapid 
pouring-forth of serous exudate into the air spaces. A 
thin layer of fibrin forms along the alveolar walls, 
known as the “asphyxial membrane.” In poisoning 
from liquid furniture polish, the greatest damage is 
also to the lungs, but the onset of violent symptoms 
is frequently delayed, and the effects of the toxic 
substance on the lungs is much more prolonged than 
with kerosene. 

The “drip cup” is a potent factor in kerosene poison- 
ing. Such a container is usually small, always low 
down (often on the floor) and is used to catch the 
drippings from leaky fuel lines. Small amounts of 
kerosene are often kept handy for cleaning or kindling 
purposes in pop bottles or in fruit jars. The child is 
accustomed to drinking from such containers. Many 
of the children were found sitting or lying on the 
floor, choking, gagging, or vomiting. A number of 
them were stuporous or unconscious when found. 
Dyspnea was noted in about 50% and cyanosis in 
about 25%. With the exception of the fatal cases, all 
children showed improvement within 12 hours after 
the accident. Some had elevated temperature for a 
few days. Most of those with roentgenologic changes 
showed slow regression of pulmonary shadows over a 
period of a week or more—roentgenographic improve- 
ment lagging far behind clinical improvement. If a 
child failed to develop serious clinical or roentgeno- 
graphic signs of pulmonary damage during the first 8 
hours after ingesting kerosene, he recovered. There- 
fore, the authors urge hospitalization and close ob- 
servation of each child for at least 24 hours. Oxygen 
was the most valuable single agent used especially in 
the treatment of respiratory distress and cyanosis. A 
few hours in an oxygen tent was usually sufficient to 
tide the child over the period of greatest danger. The 
use of gastric lavage is controversial. The trend in 
recent years has been to resort less and less to this 
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procedure, especially if the child shows little or no 
evidence of toxicity. The authors advocate educational 
campaigns on the toxic hazards of petroleum distil- 
lates. 


Results of Exchange Transfusion in the Treatment of 
Hemolytic Disease of the Newborn. A. Gautier, 
A. Megevand and N. Bovet-Dubois. Pédiatrie 12:145- 
153 (No. 2) 1957 (In French) [Lyon, France]. 


Exchange transfusions were administered to 31 in- 
fants for erythroblastosis fetalis. The most frequent 
indications were (1) severe anemia (13 cases) or (2) the 
finding of a positive Coombs’ test in the presence of 
splenomegaly (19), of marked icterus during the first 
25 hours (18), or of a history of erythroblastosis fetalis 
having occurred in an older sibling (11). The blood 
was injected into an umbilical vein, and the amount 
given ranged from 400 to 500 cc. according to circum- 
stances. This was estimated to effect an exchange of 
about 80% of the infant’s blood. Some of the infants 
were brought in from rural areas, so that 11 did not 
receive treatment until more than 24 hours after birth. 
Nine were treated between 6 and 24 hours after birth, 
and only 11 were treated less than 6 hours after birth. 
The mortality rose rapidly with the lapse of time and 
was 45% for exchange transfusions given later than 
24 hours. The authors do not consider the procedure 
indicated after that time. The cases in this series were 
generally severe, and 10 infants were not saved. The 
exchange transfusion was generally followed by a 
prompt, though not dramatic, improvement in the 
general condition of the patient. Sixteen of the 21 in- 
fants saved were reexamined later and were found to 
be developing normally. 


Pneumocystis Carinii—Etiologic Agent of Interstitial 
Plasma Cell Pneumonia of Premature and Young In- 
fants. D. C. Gajdusek. Pediatrics 19:543-565 (April) 
1957 [Springfield, IIl.]. 


Pneumocystis carinii, a parasite found almost 50 
years ago in the lungs of small mammals and man in 
Brazil and, subsequently, in the lungs of man and 
wild and laboratory rodents in Europe, has been 
identified with increasing frequency in the lungs of 
patients dying from interstitial plasma pneumonia. 
This disease is an unusual type of infantile pneu- 
monitis, common in Europe, which has a distinct 
predilection for premature or immature debilitated in- 
fants between the ages of 6 weeks and 4 months. The 
micro-organism has been found with great regularity 
in such patients and has, in addition, been found in 
tissue obtained by lung puncture during life. Although 
its morphologic characteristics and life cycle have 
been well worked out, its taxonomic position remains 
a matter of conjecture. It has been tentatively classed 
as a protozoan of the order of Haplosporidia, but 
many authors believe it to be a fungus. The organism 
is not often found in the lungs in serial unselected 
autopsies, but it has been found occasionally in lungs 
of older children and adults debilitated by chronic 
infections or malignant neoplasm and rather more fre- 
quently in association with cytomegalic inclusions in 
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the lungs and salivary glands of infants and adults, 
It has, however, been identified in the lungs of pa- 
tients with interstitial plasma cell pneumonia with 
rare exceptions. Recently infection with what appears 
to be this micro-organism has been transmitted to 
infant mice and kittens. 

The wide geographical distribution of natural in- 
fection with this agent in wild and domestic mammals 
of many species, the fact that it was first discovered 
in man and animals in South America, its frequent 
identification in the lungs of infants with this unique 
pneumonia of infancy, a disease which has now been 
reported in the United States, and the recent identifi- 
cation of Pneumocystis carinii in a diseased human 
lung from Canada make it essential that American 
pediatricians be aware of this parasite as a potential 
human pathogen. Only further study will establish 
clearly what role this organism plays in the patho- 
genesis of human disease and settle the controversy 
as to whether it is fungal or protozoan. 


UROLOGY 


Ureteral Implantation: Clinical Experiences. R. J. 
Prentiss, R. B. Mullenix and M. J. Feeney. J. Urol. 
77:600-613 (April) 1957 [Baltimore]. 


The authors list 15 methods of ureteral implantation 
and present their experiences with the following 
methods: (1) ureteroureterostomy, (2) ureteroneocys- 
tostomy, (3) cutaneous ureterostomy, (4) cystouretero- 
plasty, (5) ureterosigmoidostomy, (6) ureteroileostomy, 
and (7) ureterostomy in situ. Ureterosigmoidostomy 
was performed by the techniques, Coffey 1, Coffey 2, 
and Coffey 2 combined with mucosa-to-mucosa inter- 
rupted suture, and the Flocks, the Nesbit, the Ma- 
thisen, and the Cordonnier methods. This paper 
records experiences with the implantation of 168 
ureters in 105 patients. The patients were grouped 
into 2 divisions; 34 had 42 surgically injured ureters, 
and in the rest 126 ureters required implantation as 
part of the treatment of a primary disease. In the first 
group 23.5% had malignancies and 96.7% were women. 
whereas in the second group 69% had malignant 
tumors of the pelvic organs and 65% were men. Of 
the patients in group 1, 83.8% enjoyed good results 
and none died. 

The authors list the following as the most important 
factors in the treatment of this group: (1) early recog- 
nition of the injury, (2) preservation of kidney sub- 
stance, (3) preservation of continuity of the urinary 
tract, (4) splinting of the injured ureter for an ade- 
quate time (3 to 6 weeks), (5) temporary diversions of 
the urine from the site of repair, i. e., ureterostomy, 
and (6) extraperitoneal drainage of the injured area. 

The second group presented a complicated problem 
of ureteral implantation because of the primary dis- 
ease. In this group, the authors’ modification of the 
combined Coffey 2 mucosa-to-mucosa ureterosigmoid- 
ostomy is recommended as the best method. Uretero- 
ileostomy is the safest though not the most con- 
venient procedure to use for patients with benign 
disease who have lost the bladder reservoir. On the 
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other hand, so many patients do well after the com- 
bined Coffey 2 ureterosigmoidostomy that it may be 
advisable to use this procedure first. In case of failure, 
ureteroileostomy may be performed at any time. Since 
91.4% of the patients subjected to ureterocolostomy 
by the combined Coffey 2 technique gained acceptable 
results, the chance of a possible future secondary 
operation might be justified. Ureterocolostomy appears 
to be the most desirable method of diversion for 
those with malignant disease. The present status of 
the authors’ patients in whom ureterocolostomy was 
performed for benign disease using the combined 
Coffey 2 technique, encourages continued recom- 
mendation of this procedure despite present poor 
longevity figures. 


Results of Transurethral Prostatic Resections in Pri- 
vate Practice. W. E. Daniel. Am. Surgeon 23:107-111 
(Feb.) 1957 [Baltimore]. 


The author reviewed the late results of 693 trans- 
urethral prostatic resections performed on 660 pa- 
tients. The operation was performed on 91.6% of the 
patients presenting prostatic obstruction. The ages 
ranged between 41 and 91 years (average 67.6). The 
14 deaths (2.02%) were due to the following causes: 
septicemia and pyelonephritis 4, cerebral hemorrhage 
3, pulmonary embolus 3, coronary occlusion 3, and 
tubular nephrosis 1. Three of these patients had addi- 
tional operations 5 to 7 days after the prostatic resec- 
tion and died after the second operation. The 118 
patients who were not followed for at least 3 months 
were not included in the evaluation of the late results. 
Many of them considered themselves well when they 
came back after 1 or 2 months and saw no need to 
return. Of the 560 patients, who could be followed 
up for more than 3 months, 312 were classified as 
having a “good” result. To be so classed the patient 
had to (1) consider himself well, (2) be able to void 
without pain or difficulty, (3) have good urinary con- 
trol, (4) get up not more than 2 times a night because 
of nocturia, (5) have no residual urine, and (6) have 
uninfected urine. Of the 248 in whom the results were 
classified as “fair,” 62 had kidney stones, vesical di- 
verticula, pyelonephritis, or bladder paralysis. Most 
of the remaining 186 considered themselves to be 
well, although they could not be classified as having 
good results. Most of them had persistent infection 
that could not be cleared. Urethral stricture occurred 
in 27 patients (3.9%), and 14 patients had episodes of 
gross hematuria. One patient had incontinence of 
urine. Thirty-one patients with “poor” results required 
further surgery. 


A Review of Methods of Vesical Exclusion. D. Band. 
J. Roy. Coll. Surgeons Edinburgh 2:165-183 (March) 
1957 [Edinburgh]. 


Patients with lesions in which urinary diversion is 
indicated may be classified as those with (1) neuro- 
genic bladder associated with lesions of the spinal 
cord, (2) contracted bladder resulting from chronic 
infection, particularly tuberculosis, and (3) vesical 
tumors unsuitable for conservative treatment by cysto- 
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diathermy or irradiation. While, in each of these 
groups, advances have been made in the management 
of bladder lesions, there remain patients in whom 
urinary diversion has become a matter of necessity 
either to protect the upper part of the urinary tract 
from the effects of backward pressure and renal failure 
or because total cystectomy is required for the eradi- 
cation of neoplastic disease. The author found that 
cutaneous ureterostomy inevitably leads to deteriora- 
tion in renal function as a result of ureteritis and 
stricture. It is difficult to fit accurately a collecting 
apparatus that will adequately control the two external 
fistulas. Ureterocolic anastomosis with or without 
cystectomy avoids the external urinary fistula but may 
lead to deterioration in urinary function. From the 
patient's point of view, the alteration in the micturi- 
tion habit causes the least inconvenience. Ileal ureter- 
ostomy with a single external urinary fistula has 
proved efficacious in the conservation of renal func- 
tion, and the adjustment of the collecting apparatus 
presents no difficulty to the patient. In the selection of 
patients for any of these procedures, careful attention 
should be paid to the expectation of life, the nature 
of the disease, and the patient’s future environment. 


OTOLARYNGOLOGY 


Cervical Metastases from Squamous Cell Carcinoma 
of the Larynx. A. J. Kuhn, K. D. Devine and J. R. 
McDonald. Laryngoscope 67:169-190 (March) 1957 
[St. Louis]. 


Squamous cell carcinomas of the larynx account 
for 95% of all laryngeal cancers, and the lymphatic 
channels are the predominant routes for their metas- 
tasis. Nearly all of the lymphatic drainage from the 
larynx and adjacent structures passes to lymph nodes 
in the cervical region. This study aimed to determine 
factors influencing the incidence of cervical metas- 
tasis from squamous cell carcinoma of the larynx. Six 
hundred two cases were selected for study from the 
squamous cell carcinomas of the larynx seen at the 
Mayo Clinic in the 5-year period 1945 through 1949. 
The tumors were described in anatomic terms and 
then classified on the basis of location, size, extent, 
and stage. Categories were combined to form 9 groups. 
Tumors in group 1 were confined to the cordal area 
entirely or extended only to the ventricle; group 2 
included the cordal tumors that extended into the sub- 
glottic or the vestibular area but not into both; group 
3 included the cordal tumors that extended into both 
of these, but not into other areas; group 4 tumors were 
the ventricular; group 5 the subglottic; group 6 the 
vestibular; group 7 the marginal; group 8 included the 
tumors located in the pyriform sinuses and postcricoid 
area; and group 9 included the tumors of probable 
cordal origin that extended beyond the limits of 
tumors of groups 1, 2, and 3, and widespread or diffuse 
tumors of uncertain origin. All those included in groups 
1, 2, and 3 were considered as cordal tumors, while 
those included in the remaining groups were con- 
sidered as noncordal and diffuse tumors. Sixty-six per 
cent of the total were classified as cordal tumors and 
the remainder as noncordal and diffuse tumors. 
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The average age of the patients was 58 years, with 
a range from 18 to 83 years. Eighty-six per cent were 
in the 5th, 6th, and 7th decades. There were 550 men 
and 52 women. The occurrence of cervical metastases 
was studied in 394 of the patients that met certain 
criteria. No cervical metastases occurred in patients 
with noninfiltrative or in situ tumors, but they did 
occur in 31.4% of patients with infiltrative tumors. 
Such metastases occurred rarely from tumors confined 
to the cordal area but occurred with increasing fre- 
quency the farther tumors were located from this area. 
No metastases developed from tumors graded 1, but 
they did develop from tumors graded 2 or higher, with 
increasing frequency as the grade advanced. The oc- 
currence of metastases was unrelated to the patient's 
age. Predictions about cervical metastases based on 
palpation of the neck at the time of diagnosis were 
frequently inaccurate. Among items of information 
available at the time of treatment, the site of the 
tumor, the histological grade, and the microscopic 
infiltrative nature of the tumor, each significantly in- 
fluence the occurrence of cervical metastases from 
squamous cell carcinoma of the larynx. These factors, 
therefore, should be important determinants for radi- 
cal procedures designed to remove cervical areas of 
metastastatic spread. 


Conservative Operation by Laryngofissure or Partial 
Laryngectomy in Cancer of the Larynx: Results in 
150 Personal Cases with a Follow-up of More than 5 
Years. J. Leroux-Robert. Ann. oto-laryng. 74:40-74 
(Jan.-Feb.) 1957 (In French) [Paris]. 


Conservative surgery in patients with cancer of the 
larynx respects all or part of each of the 2 functions of 
that organ, phonation and respiration, to which may 
be added deglutition, inasmuch as it is more or less 
affected by even partial laryngeal operations. The field 
of conservative surgery widens as the ability to make 
an early diagnosis and an accurate estimate of the 
location and extent of laryngeal cancer increases. 
Early diagnosis alone is not enough, because cancers 
in certain locations, e. g., the ventricle, must be treated 
by total laryngectomy even when they are seen almost 
at the beginning, while others can be treated con- 
servatively even after months of development. A clini- 
cal diagnosis of the location and extent of the tumor 
that is accurate within about 1 mm. is essential, be- 
cause without this precision the operation may be too 
wide, which lessens the value of the functional result, 
or it may be incomplete, with penetration of the neo- 
plastic area, which is a catastrophe because it makes 
recurrence inevitable. 

The importance attached to conservative surgery by 
the author is shown by the fact that he used it in 308 
of about 800 patients operated on for laryngeal or 
pharyngolaryngeal cancers. In 150 of these patients 
the follow-up period was 5 years or more. The pro- 
cedures used were laryngofissure, which should be 
restricted to removal of a vocal cord; hemilaryngec- 
tomy of the Hautant type; frontolateral laryngectomy; 
anterior frontal laryngectomy; supraglottic horizontal 
laryngectomy; epiglottectomy; and cricoidectomy. 
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Supplementary radiotherapy is not routinely needed 
after a conservative operation for a glottic or sub- 
glottic cancer if the operative indications were wel] 
established and the operation correctly performed. |t 
may be used if the scope of the operation seems to 
have been too limited, but the dangers of chondro. 
radionecrosis, which would make a radical procedure 
necessary, are so great that it must be cautiously ap. 
plied. The routine use of supplementary radiotherapy 
is, however, indispensable after conservative opera- 
tions on vestibular cancers, essentially as a means of 
preventing secondary lymphatic invasion. Partial 
laryngectomy is generally contraindicated in patients 
who have been given full therapeutic doses of x-rays. 
A partial laryngectomy can still be performed, how- 
ever, if radiotherapy has been given by way of trial or 
as a form of preoperative treatment, provided suff- 
cient time is allowed to elapse between the end of the 
x-ray treatment and the operation. The length of this 
period will depend on the extent of the radiotherapy, 
e. g., 3 weeks or a month for a dose of 1,500 to 1,800r 
per field. Only 4 of 14 patients were cured by consery- 
ative operations after having been given radiotherapy. 

The results obtained in the other 136 patients in- 
cluded 81 5-year cures (60%). This cure rate rises to 
72% (98 patients) if the cases in which the failure of 
conservative surgery was later reversed by more ex- 
tensive operations or radiotherapy are counted. Con- 
servative laryngeal operations can, therefore, be said 
to result in 5-years cures in 60 to 70% of patients. No 
local recurrences were seen in any of these patients 
after 2 years. 


THERAPEUTICS 


Phenylbutazone in Active Periods of Rhemumatoid 
Arthritis: A Methodological and Controlled Clinical 
Trial. K.-E. Fjellstrém, L. Goldberg, G. Lindgren and 
F. Nilsson. Acta. med. scandinav. (Supp. No. 320 to 
vol. 157) pp. 1-49 1957 (In English) [Stockholm]. 


In June 1953 the Royal Medical Board in Sweden 
appointed the therapeutic trials committee for the 
study on drug action in rheumatoid arthritis. The first 
therapeutic trial was concerned with the effect of 
phenylbutazone on 82 patients who had rheumatoid 
arthritis. Patients accepted for the trial were allocated 
at random to a test group, given phenylbutazone, or 
to a control group, given a placebo. A daily dose of 
800 mg. of phenylbutazone was given initially for 4 
days. In the next 3 or 4 days 600 mg. a day were given, 
and finally the maintenance dose was 300 to 400 mg. a 
day. With the exception of the administration of 
phenylbutazone to one half of the patients the 2 
groups were treated in the same manner as regards 
hospital regimen, physical therapy, and salicylates as 
needed. 

Phenylbutazone was found to be without effect on 
the sedimentation rate, pulse rate, white blood cell 
count, and differential count. Comparison of the tem- 
perature in the test and control groups revealed that 
phenylbutazone brought about a slight fall, probably 
by virtue of its antipyretic and its general curative 
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efiect. In the first week, when the large doses of 
phenylbutazone were given, a significant but transient 
decrease in diuresis and a corresponding increase in 
body weight was noted. The slight decrease of the 
hemoglobin level and of the erythrocyte count ob- 
served during this initial period was probably not due 
to a direct inhibiting effect of phenylbutazone on the 
hemoglobin production or to an increase in the rate of 
the hemoglobin breakdown but indicated the hemo- 
dilution due to sodium and water retention caused by 
phenylbutazone. The patients of the control group did 
not show these changes. Phenylbutazone exerted no 
pronounced effect on the swelling of the joints. While 
the number of tender joints declined in both groups, 
the decrease was more marked in the test group. A 
similar result was obtained as regards pain appearing 
on passive motion of the joints. The range of move- 
ment was improved to a greater extent among the 
phenylbutazone-treated patients. Functional capacity 
improved significantly in those given phenylbutazone, 
while it remained practically unchanged in the control 
group. 

The response of the rheumatoid activity to the treat- 
ment given in the hospital was significantly better in 
the phenylbutazone-treated group, the difference be- 
ing found not only in the material as a whole but also 
when comparing special groups. The consumption of 
aspirin declined from initial values of 2.50.3 Gm. a 
day in the phenylbutazone-treated group and 2.1+0.3 
Gm. a day in the control group to 1.1+0.2 Gm. a day 
in the phenylbutazone group, as compared to 1.60.3 
Gm. a day in the control group. Side-effects were ob- 
served in relatively few of the patients receiving 
phenylbutazone. Nausea sometimes occurred at the 
beginning of treatment, when the large doses were 
given, but in only 1 patient were nausea and other 
side-effects severe enough to necessitate the interrup- 
tion of the phenylbutazone therapy. This patient was 
not included in the study. 


Results Obtained in Finland with Long-term Treat- 
ment of Thyrotoxicosis with Thyrostatic Drugs. C. A. 
Hernberg and B.-A. Lamberg. Acta endocrinol. 24: 
263-270 (March) 1957 (In English) [Copenhagen]. 


A total of 85 patients with thyrotoxycosis were given 
long-term treatment with thyrostatic drugs. Propylthi- 
ouracil and carbimazole (Mercazol and Neomercazol) 
were used over periods varying from 6 to 54 months. 
Additional daily doses of potassium iodide were given 
to 76 patients in the amount of 30 drops of a 5% solu- 
tion. Patients with large goiter and severe toxicosis 
had initial doses of 300 or 400 mg. of propylthiouracil. 
Carbimazole was initially given in doses of 30 mg. 
daily. The doses of all patients were gradually reduced 
to one-sixth of the initial dose, when thyrotoxicosis 
subsided; potassium iodide therapy was completely 
abandoned in most of the patients. A good long-term 
result was obtained in 47 patients, but remission per- 
sisted in only 25% of these after treatment was dis- 
continued. It was found that, in patients with nodular 
goiter, remission was obtained only when treatment 
Wes continued indefinitely with a small maintenance 
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dose. In Finland, toxic nodular goiter is relatively 
resistant to treatment with thyrostatic drugs and the 
rate of recurrence is high. The results were satisfactory 
in 17 of 23 patients with diffuse goiter. A low rate of 
complications in this series might be referable to 
the fact that most patients were given carbimazole 
(Neomercazol), which is less toxic than other thryro- 
static drugs. 


PATHOLOGY 


The Incidence of Primary Hepatic Carcinoma in 
Cirrhosis. R. G. F. Parker. Proc. Roy. Soc. Med. 50: 
145-147 (March) 1957 [London]. 


Disorganization of normal lobular architecture is 
the essential feature of cirrhosis, fibrosis being funda- 
mental only to the extent that it contributes to this. It 
follows that minor grades of hepatic fibrosis with a 
normal lobular pattern should not be called cirrhosis. 
This definition of cirrhosis has a sound theoretical 
basis; it also has the great practical merit that it brings 
into close accord the clinician’s and the pathologist's 
concepts of the condition. In all but one case of hepa- 
tic carcinoma accompanying cirrhosis in this series, 
the diagnosis of malignancy was established by the 
presence of extrahepatic metastases or invasion of 
veins within the liver (frequently both these features 
were found). In the single exception it rested on cyto- 
logical atypicality alone. The author first classifies the 
53 cases of primary hepatic carcinoma in which autop- 
sy was performed in London Hospital from 1919 to 
1955, among a total of 17,732 autopsies (0.3%). The 53 
cases included 32 with liver-cell carcinoma, of which 
27 were associated with cirrhosis; 17 with bile-duct 
carcinoma, of which 1 was associated with cirrhosis; 
3 with histologically doubtful carcinoma, of which 1 
was associated with cirrhosis; and 1 with mixed liver- 
cell and bile-duct carcinoma also associated with 
cirrhosis. Thus, cirrhosis existed in 30 of 53 patients 
with primary hepatic carcinoma, and 27 of the 30 
were men. 

In the second part of this study the problem was 
approached from the opposite viewpoint, namely the 
incidence of primary hepatic carcinoma in a series of 
patients with hepatic cirrhosis. In the years 1919 to 
1955, 184 patients with cirrhosis came to autopsy at 
the London Hospital, and, in 30 (16.3%) of these, there 
was malignant change. This is a figure some 4 times 
greater than that usually accepted in the American 
literature. When one considers only those patients in 
whom cirrhosis was the cause of death more or less 
directly, the incidence of carcinoma was even higher, 
namely, 18.6%. The corresponding figures for males 
with cirrhosis were 23.7 and 29.7% respectively. In 
trying to find an explanation for the differences be- 
tween the figures found in this study and those in 
previous reports, it is suggested that many of these 
differences are apparent rather than real, being due 
to use of the term cirrhosis for minor degrees of hepa- 
tic fibrosis without disruption of lobular pattern and 
without the clinical findings of the disease. It is 
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claimed, however, that there are geographical varia- 
tions in the liability of cirrhosis to undergo malignant 
change. In North America this liability is said to be 
lower than in Europe, but there is in the literature 
some evidence to the contrary. Uniform standards for 
the diagnosis of cirrhosis might result in similar figures 
for both America and Europe. Carcinoma as a compli- 
cation of cirrhosis in tropical countries is not discussed 
here. 


Is the Oral Folic Acid Test of Value in the Diagnosis 
of Carcinoma? E. Offner. Belg. tijdschr. geneesk. 13: 
403-410 (March 15) 1957 (In Flemish) [Leuven, Bel- 
gium]. 


The name folic acid has been applied to a group of 
closely related substances, but it usually refers to 
synthetic pteroylglutamic acid, compound forms of 
which, contained in foods, are transformed into con- 
jugates under the influence of vitamin B,2 and various 
still unidentified enzymes. Pteroylglutamic acid is 
stored in all tissues, particularly the liver. The unstable 
or active form plays an important role in the synthesis 
of desoxyribonucleic acid. The instability of the active 
form makes possible the reconversion into pteroyl- 
glutamic acid and folinine, and, in these 2 forms, it 
appears in the urine. The folic acid excretion test has 
been recommended by some investigators as an aid in 
the diagnosis of cancer. Whereas healthy persons sup- 
posedly excrete 30% of a test dose of folic acid in their 
urine within 24 hours, patients with carcinoma or with 
pernicious anemia and pregnant women excrete less 
than 30%. The authors made this chromatographic test 
on 14 patients with and on 19 patients without cancer. 
The results were not satisfactory. In 10 of the patients 
without cancer, the values were below 30%, and, al- 
though in most of the patients with cancer the values 
were below 30%, in some they were over 30%. Some 
of these discrepancies cannot be explained, and the 
author believes that the test is of no value in the 
differential diagnosis of cancer. 


RADIOLOGY 


The Association of Tumors and Roentgen Ray Treat- 
ment of the Thorax in Infancy. C. L. Simpson and 
L. H. Hempelmann. Cancer 10:42-56 (Jan.-Feb.) 1957 
[Philadelphia]. 


It has been the practice for many years in the 
United States to irradiate enlarged thymus glands in 
infancy. The names of all children who had received 
treatment to the thymus gland between 1926 and 1951 
were obtained from 3 hospitals, 2 private radiologists, 
and 1 pediatrician. Of 1,722 children who received 
radiation to the thymus gland during the preceding 
27 years, 1,502 were traced. Information was also 
obtained about 1,933 of their untreated siblings. 
Eighteen malignant tumors were reported among the 
treated children. This is a significant increase over the 
expected number and over the incidence among the 
siblings. Certain benign tumors, allergic diseases, and 
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cardiac and mental disorders also occurred more fre- 
quently. The largest number of tumors occurred in 
the thyroid gland. A correlation was observed between 
the type of radiation given and the subsequent deyvel- 
opment of the tumors. The incidence of leukemia was 
also significantly increased, but the data were not 
sufficient to establish a definite relationship between 
this condition and either the radiation or the enlarged 
thymus gland. The data suggested an increased num- 
ber of osteochondromas in the bones within the radia- 
tion field and a possible increase in other tumors. It is 
concluded that further investigation should be made 
to determine whether these tumors are really the 
result of radiation. These tumors apparently occurred 
after smaller amounts of roentgen rays than those 
previously considered cancerogenic. In the meantime, 
it is suggested that children should not be exposed to 
radiation, however small the amount, without care- 
fully weighing the probable benefits against the pos- 
sible dangers. 


Thrombosis of Subclavian Vein: Case of Paget-von 
Schrétter’s Syndrome Diagnosed by Venography. C. E. 
Lampe and J. Lester. Ugesk. lager 119:217-219 (Feb. 
21) 1957 (In Danish) [Copenhagen]. 


In the case described, the tentative diagnosis of 
thrombosis of the subclavian vein was verified by 
venography. The authors stress the importance of 
adequate contrast-filling of the deep veins, which is 
best achieved by rapid injection of at least 20 ml. of a 
50% solution of contrast medium. Serial exposures. 
preferably with a film changer, afford the best infor- 
mation on the different phases of filling, and the local- 
ization and extent of the thrombosis then can always 
be established. 


Gonad Doses in Diagnostic Radiology: Genetically 
Significant Radiation Doses in the Diagnostic Applica- 
tion of Roentgen Rays in Denmark. E. Hammer- 
Jacobsen. Ugesk. lager 119:279-290 (March 7) 1957 
(In Danish) [Copenhagen]. 


The increasing application of ionizing rays has led 
to greater interest in radiologic protection in medical 
radiology. How dangerous this radiation is is not 
definitely known. The most important problem con- 
cerns the risk of inducing injurious recessive muta- 
tions, and there is danger of leukemia in the children 
whose mothers have had roentgen examination of the 
abdomen during pregnancy. Further study of the prob- 
lems and the establishment of a maximal allowable 
gonadal dose for the entire population of the same 
size as the background radiation are recommended b\ 
the United Nations. The gonadal doses on roentgen 
examinations were measured in 342 patients by means 
of condenser chambers, and the apportionment of age 
and sex was analyzed in 2,473 examinations. The 
genetically significant exposure of the Danish popula- 
tion from diagnostic radiology corresponds to 29% of 
the background radiation. This may be a minimum 
figure. Precautionary measures that lower the diag: 
nostic gonadal doses as much as possible are called for. 
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BOOK REVIEWS 


Physiologic Principles of Surgery. Edited by Leo M. Zimmer- 
man, M.D., Professor and Chairman of Department of Surgery, 
Chicago Medical School, Chicago, and Rachmiel Levine, M.D., 
Chairman, Department of Medicine, and Director, Department 
of Metabolic and Endocrine Research Institute, Michael Reese 
Hospital, Chicago. Cloth, $15. Pp. 988, with illustrations, W. B. 
Saunders Company, 218 W. Washington Sq., Philadelphia 5; 
7 Grape St., Shaftesbury Ave., London, W. C. 2, England, 1957. 


The senior editor, a surgeon, and the co-editor, a 
physiologist, have combined their resources in this 
book. Forty-eight corroborators have been carefully 
selected. Each corroborator was asked by the editors 
to appraise critically our present knowledge of physio- 
logical processes and to apply such information to sur- 
gery. The practical application of physiological prin- 
ciples has been stressed. The assignments have been 
faithfully carried out. Recognizing the hazards of 
multiple authorship, the editors overcame them by 
means of careful editing and well-placed editorial com- 
ments. The book deals with metabolic changes asso- 
ciated with injury, infections and antibiotics, thermal 
and radiation injuries, transplantation of tissues, hem- 
orrhage and shock, blood transfusion, body fluids and 
electrolytes, nutrition in surgery, significance of plasma 
proteins in surgical practice, surgery of the newborn, 
pain, anesthesia, congenital heart disease, acquired 
cardiac lesions, the basis for surgical treatment of 
hypertension, peripheral arterial vascular disorders, 
venous and lymphatic systems, respiratory tract, the 
esophagus, the stomach, the large and small intestine, 
the liver, the biliary tract, the pancreas, the blood and 
blood-forming organs, the thyroid, the parathyroids, 
the adrenals, the islands of Langerhans, hyperinsulin- 
ism, the kidneys, the lower urinary tract, the male 
genital tract, the uterus and ovaries, the breast, kinetic 
aspect of the physiology of the locomotor system, and 
the central nervous system. The format is attractive 
and the type easy to read. The limited number of illus- 
trations, tables, and formulas are well placed, descrip- 
tive, and well labeled in the legends. An impressive 
bibliography of world literature appears at the end of 
each chapter. Few textbooks have been edited so care- 
fully. One is hard pressed to find a textbook dealing 
with physiology as it relates to surgery. It is with ex- 
ceeding pleasure that the accomplishment of publish- 
ing such a well-documented and accurate compilation 
is recognized. This book fills a long-existing need. 
Active surgeons, candidates for board certification, 
residents, and interns should find it of great value. 


The Adrenal Cortex. By I. Chester Jones. Cloth. $7. Pp. 316, 
with illustrations, Cambridge University Press, Bentley House, 
200 Euston Rd., London, N. W. 1, England; 32 E. 57th St., 
New York 22, 1957. 

The adrenal glands have captured the interest not 
only of clinicians but of biologists generally, as evi- 
denced by the prolific amount of pertinent literature 


These book reviews have been prepared by competent authori- 
ties but do not represent the opinions of any medical or other 
organization unless specifically so stated. 
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which has accumulated, particularly in recent years. 
The present monograph reviews exhaustively and 
authoritatively the anatomic, physiological, and em- 
bryologic aspects of the subject from the standpoint of 
the zoologist. It is a comprehesive survey of the 
adrenals, not only in man but also in other vertebrates. 
Although the work on other species is relatively slight 
compared to the extensive studies which have been 
made on human beings, the former is, nevertheless, of 
fundamental importance in understanding adrenal- 
cortical function in man and its deviations in disease, 
particularly of the adrenal-gonadal relationships. The 
first half of the book deals with the gross anatomy, 
histology, hormones, functions, and abnormalities of 
the adrenal glands in the Placentalia; the latter half 
deals with comparative studies on fishes, amphibians, 
reptiles, birds, Prototheria and Marsupialia. Chapters 
on embryology, on the correlation of structure and 
function, a bibliography of about 1,000 well-selected 
references, an adequate index, and well-selected and 
reproduced illustrations are included. Although not 
of special interest to the general practitioner, the book 
should be of value to the research worker in the field 
of adrenal-cortical activity as well as to the general 
biologist. 


Principles of Urology: An Introductory Textbook to the Dis- 
eases of the Urogenital Tract. By Meredith F. Campbell, M.S., 
M.D., F.A.C.S., Consulting Urologist to Bellevue Hospital, New 
York. Cloth. $9.50. Pp. 622, with 319 illustrations. W. B. Saun- 
ders Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape 
St., Shaftesbury Ave., London, W. C, 2, England, 1957. 

The twofold purpose of this book, as expressed in the 
preface, has been well fulfilled. Its first purpose is that 
of serving to instruct the student in the fundamentals 
of urology, and the second is to serve as a practical 
guide for the nonurologic practitioner. This book might 
be just another addition to the several textbooks of 
similar design which have been recently placed on the 
market except for two outstanding and unusual fea- 
tures. The first is a brief consideration of urologic 
semantics followed by a short syllabus of frequently 
employed urologic terms. The treatment of the section 
on semantics is highly entertaining and enlightening 
and should be a revelation to most students and doc- 
tors of medicine as to some of the common blunders in 
the use of medical terms and in the structure of medi- 
cal language. An example of the peculiar jargon which 
is used in almost any clinic is the use of the word 
“cystoscope” as a verb, which it is not. In the syllabus 
of common urologic terms is a list of Greek and Latin 
prefixes and suffixes with their origin and translation. 
Under each prefix or suffix, one or more examples is 
used in combination with a root to form a medical 
word. Unfortunately there are a few examples of words 
that are of mixed Greek and Latin origin which are 
etymologically incorrect or, at least, poorly con- 
structed. Such words include pararenal, perirenal, and 
perivesical. A pure etymologist would say that the 
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proper words to use in these cases would be para- 
nephric, perinephric, and pericystic respectively. As a 
general rule, words of Greek root should have Greek 
prefixes and suffixes, and words of Latin root should 
have Latin prefixes and suffixes. This point is ignored 
in the syllabus, to a certain extent. Unfortunately, the 
tendency to mix roots seems to be increasing. Some of 
these illegitimate words have found their way into the 
medical dictionaries, but this fact does not make them 
any more correct. 

The second outstanding feature of this book is the 
series of questions at the back grouped together by 
chapters. The answers are indicated by page numbers 
at the end of each question. Certain of these questions 
are obviously introductory and might seem elementary 
to a urologist, but many of them would give a qualified 
urologist cause for study. The questions are thought- 
fully framed and are all designed to help the reader 
recognize the principles of diagnosis and treatment 
without delving into the technical aspects of urology 
for which the book was not intended. The questions 
can be used by a urology resident as an excellent re- 
view of the fundamentals of his subject as well as by 
the medical student or medical practitioner. The book 
provides an adequate bibliography and an excellent 
index. The first four chapters deal with the methods 
of diagnosis of genitourinary diseases. The remaining 
chapters treat genitourinary entities on the basis of 
etiology and pathogenesis rather than by the old-fash- 
ioned anatomic divisions such as “diseases of the kid- 
ney” and “diseases of the ureter.” Minor urologic diag- 
nostic procedures and minor operative procedures are 
well described, as it is expected that the general prac- 
titioner and general surgeon will carry out some of 
these procedures. The only major procedure described 
in detail is the Torek orchiopexy. The discussion of 
pseudohermaphrodism seems sometwhat limited, and 
the classification used leaves the reader no less con- 
fused than when he started the study of that particular 
section. There is only one glaring misprint in the book, 
on page 485, where the size of the prostate gland is 
given as 50 mg. instead of 50 Gm. The illustrations 
and roentgenographic reproductions are excellent. The 
quality of the paper is superb and the print is easy to 
read. This book should be a valuable addition to the 
library of the medical student and graduate physician. 


Brain Mechanisms and Drug Action: A Symposium, Fourth 
Annual Scientific Meeting of the Houston Neurological Society, 
Texas Medical Center, Houston, Texas. Compiled and edited 
by William S. Fields, Professor of Neurology, Baylor University 
College of Medicine, Houston. Cloth. $4.25, Pp. 147, with 
illustrations. Charles C Thomas, Publisher, 301-327 E. Lawrence 
Ave., Springfield, Ill.; Blackwell Scientific Publications, 24-25 
Broad St., Oxford, England; Ryerson Press, 299 Queen St., W., 
‘Toronto 2B, Canada, 1957. 


This timely volume illustrates what a progressive 
and alert neurological society can accomplish. The 
Houston (Texas) Neurological Society has not only had 
a fourth annual scientific meeting but it has also sum- 
marized the papers and discussions presented in this 
book. The scientific meeting was made possible by 
the collaboration of eight visiting scientists and two 
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scientists from Baylor University College of Medicine 
The symposium dealt with the possible modes of a. 
tion of transquilizing drugs. Under the general heading 
of (1) reticular formation, (2) central synapses, (3 
afferent pathways, (4) hypothalamus-pituitary-adren, 
axis, and (5) animal behavior, neuropharmacologic, 
data were discussed. The neuropharmocological effect 
of chlorpromazine hydrochloride, reserpine, barbity. 
rates, lysergic acid diethylamide (LSD-25), ampheta. 
mine, and 5-hydroxytryptamine are reviewed in rel. 
tionship to the above categories. The individual paper 
are well written and informative. The discussions ar 
inadequately edited so that the discussants’ points of 
view are frequently hard to interpret. The volum 
makes a basic contribution to the growing literature 
on the newer drugs and their action on the central 
nervous system. 


Modern Marriage and Family Living. Edited by Morris Fis). 
bein, M.D., and Ruby Jo Reeves Kennedy, Professor of Sociol- 
ogy and Chairman of Department, Connecticut College, New 
London. With advice of Ernest W. Burgess, Ph.D., and Charle: 
H. Page, Ph.D., Professor of Sociology, Smith College, North. 
ampton, Mass. Introduction by Joseph Kirk Folsom, Ph.D 
Professor of Sociology, Vassar College, Poughkeepsie, N. Y, Re. 
vised and augmented version of Successful Marriage (Double. 
day & Company, Inc., Garden City, N. Y., 1947, 1955). Clot! 
$5. Pp. 545, with 6 illustrations. Oxford University Press, 114 
Fifth Ave., New York 11, 1957. 


All-inclusive in its treatment, and at the same time 
wasting no words on excursions into related fields, this 
volume can be considered to be what it is identified 
as in the preface—a pioneer effort among college text: 
books. There is impressive evidence of extreme care 
in the arrangement of the five main parts of the book. 
as well as in selection of the 38 authorities who con- 
tributed special discussions in addition to Dr. Fish: 
bein’s chapter on premarital physical examination. 

In the first section, a general picture of the social 
aspects of marriage and the family is provided in seven 
chapters dealing with American culture, racial and 
religious factors, the social order, and divorce. The 
second section, on preparation for marriage, provides 
much practical guidance on the choice of a mate, 
courtship and engagement, and premarital sex relation- 
ships. Especially complete in its treatment is the third 
part, with information about marriage relations, sexual 
adjustment, correction of maladjustments, and health 
and hygiene of marriage. Other chapters include one 
on anatomy and physiology of the sex organs (witl 
illustrations ), working wives and mothers, finances, 
and extramarital relations. In the fourth part, deal- 
ing with conception, pregnancy, and childbirth, much 
helpful orientation is provided. Illustrations include @ 
menstrual temperature graph and a chart of concep- 
tion and embryo development. The final section pre- 
sents information about child development and it- 
corporation into the family. Topics include adoption. 
sex education of the child, masturbation, and the fam- 
ily council. Accompanying each chapter are selected 
references, prepared by Gerald R. Leslie. An extensive 
index is provided. This will be a useful volume i? 
college health education classes. 
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QUERIES AND MINOR NOTES 


SWIMMING IN POLLUTED WATER 


To tHE Eprror:—A local community, lacking a public 
swimming pool, contemplates using a section of 
beach on the Allegheny River. The dangers to health 
that polluted river water would pose for those 
swimming in it have been pointed out. Please cite 
references on this subject or provide an authoritative 
comment. 

Edmund R. Kielman, M.D., Kittanning, Pa. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


AnsweR.—Swimming in polluted water has been im- 
plicated in the transmission of a number of diseases. 
Epidemiologic evidence is not sufficient to permit 
fixing safe bacteriological quality requirements for 
bathing waters or to define the degree of health hazard 
involved in bathing in polluted waters. Stevenson 
(Bulletin 62, Florida Engineering and Industrial Ex- 
periment Station) has reviewed some of the reported 
evidence on the relationship of bathing water quality 
to health. In another paper (Am. J. Pub. Health 43:529, 
1953) he has reported on studies made by the U. S. 
Public Health Service of illness experience among 
bathers as related to water quality. A somewhat more 
obvious health hazard than that of disease transmission 
is the possibility of drowning. Rescue and life-saving 
operations in turbid river waters are much more diffi- 
cult than in swimming pools. 


AnsweR.—Evidence supporting the widely accepted 
concept of danger in swimming in polluted water is 
difficult if not impossible to document. Winslow and 
Moxon (Am. J. Hyg. 8:299, 1928) reported the condi- 
tions of sewage pollution on the beaches of New 
Haven, Conn., as of 1926-1927, which pollution, ac- 
cording to their study, resulted in 61 cases of typhoid 
among swimmers. Such epidemiologic studies and 
findings have never been duplicated elsewhere, al- 
though many bathing beaches have had counts of 
coliform organisms just as high as those in New 
Haven. Recently, Schaeffer reported an epidemic of 
leptospiral meningitis among persons swimming in 
polluted water. This was published in the proceedings 
of the 43rd annual meeting of the American Society 
of Clinical Investigations (April 30, 1951). The lack of 
information concerning the public health significance 
of swimming in polluted water led to the tristate sur- 
vey of Lake Michigan by the U. S. Public Health 
Service and the state boards of health of three states 
bordering the lake in 1948. This survey showed no 
evidence of disease transmission, although pollution 
Was considered moderate. 


The answers here published have been prepared by competent 
authorities. They do not, however, represent the opinions of any 
medical or other organization unless specifically so stated in the 
reply, Anonymous communications and queries on postal cards 
cannot be answered. Every letter must contain the writer's name 
and address, but these will be omitted on request. 


Many factors contribute to the degree of bacterial 
pollution, and each site should be studied with due 
consideration to location of upstream sewer outfalls, 
volume of tributary sewage, and dilution and influence 
of such factors as tides and rains. A good summary 
of the existing status of the problem of using natural 
waters for bathing may be found in a paper by Cox 
(Proc. Am. Soc. Civ. Engrs., vol. 77, June, 1951). 


POLIOMYELITIS VACCINATION 
AND THE CARRIER STATE 


To THE Epiror:—It is understood that the injection of 
poliomyelitis vaccine does not in any way protect 
those who did not receive the vaccine. In other 
words, if, say, 85% of the population were immun- 
ized with poliomyelitis vaccine, this would still 
ajjord no relative protection for the remaining 15%. 
In contrast, there is the impression that, if 85% of 
the population were immunized against diphtheria 
or smallpox, the remaining 15% would receive a rel- 
atively large degree of protection by virtue of the 
fact that the disease would not be easily transmit- 
ted. Can the above be considered factual? Further- 
more, is it true that immunization against poliomye- 
litis does not in any way prevent the immunized 
person from carrying and transmitting the virus as if 
he were unimmunized? M.D.. Illinois. 


This inquiry has been referred to two consultants, 
whose respective replies follow.—Eb. 


Answer.—Evidence at present available demon- 
strates that children who were vaccinated with Salk 
vaccine as recommended in 1954 or in certain other 
study groups subsequently were not protected from 
alimentary infection with poliomyelitis virus. This is 
shown by the recovery of the virus from the stools 
of vaccinated children with the same frequency as 
from the stools of unvaccinated children. It is prob- 
able that more intensive vaccination may alter this 
situation, as is the case after natural infection. There is 
no evidence, however, that the virus appears in the 
throat with the same frequency. 

The basis of understanding that successful poliomye- 
litis vaccination of 85% of the population would give 
no protection to the remaining 15% is scarcely in keep- 
ing with what one would expect on the basis of epi- 
demiologic knowledge, because it seems probable that 
under those conditions the actual number of infected 
persons would be reduced. 


AnswerR.—The indications are that one injection of 
poliomyelitis vaccine or two injections at prescribed 
intervals do not influence the frequency or degree of 
intestinal carriage of the virus, whether naturally ac- 
quired or artificially fed. It is not yet known to what 
extent the high levels of antibody, associated with the 
booster injection, will influence virus carriage. Studies 
by Howe in chimpanzees indicate that hyperimmuni- 
zation with a vaccine made from the killed virus does 
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reduce the probability and the duration of the carrier 
state. If vaccination protects the central nervous sys- 
tem but not the gastrointestinal tract, then the re- 
duction in incidence of paralytic poliomyelitis will be 
in direct proportion to the number of persons in the 
population vaccinated. If, however, there is any degree 
of reduction in the frequency or duration of carriage 
of the virus or its excretion from the pharynx or the 
intestine, then one should see a disproportionately 
higher reduction in incidence of the disease as com- 
pared with the percentage of vaccinated persons. 
Immunization against diphtheria and smallpox ap- 
pears to reduce the incidence of the disease as well as 
the frequency of the carrier state. But in these diseases 
the carrier state is quite different from that in poliomye- 
litis where the host-parasite relationship is such that 
the virus can continue to be excreted even in persons 
who possess circulating antibody. Thus, there are dif- 
ferences in the mechanisms of different diseases; this 
accounts for the different behavior epidemologically. 


SPORTS DURING PREGNANCY 


To THE Eprtror:—Is information available concerning 
recommended sports activities in routine uncompli- 
cated pregnancy? Should pregnant women partici- 
pate in the following sports: bowling, tennis, swim- 
ming, skating, and dancing other than slow fox 
trots or waltzes? M.D., Texas 


ANsweER.—Women who do not regularly engage in 
the sports mentioned when they are not pregnant 
should not participate ‘n them during pregnancy. How- 
ever, an experienced swimmer may safely swim while 
pregnant, an expert horsewoman may ride (but not 
jump ), a good skater may skate, and so on. If a woman 
plays tennis, she should play doubles, and if she 
bowls, she should play only a few games at a time. 
Practically all women may dance but preferably not 
the dances which demand frequent sudden gyrations, 
particularly in a crowded room. Patients should be 
told that, no matter what the sport is, it should never 
be indulged in to the point of fatigue. For many years 
this consultant has permitted his pregnant patients to 
indulge in any sport in which they are proficient, and 
thus far no harm has been observed. 


STATISTICS ON SHOCK THERAPY 


To THE Epitor:—Some doctors feel that there are no 
significant statistics proving that psychiatric (shock) 
treatment is helpful to those having a psychosis; that 
is, given 100 patients who could be kept from injur- 
ing themselves and kept properly nourished, there 
would be the same number of recoveries, regardless 
of whether the patients had this psychiatric treat- 
ment. Are there any statistical reports that might 
show these opinions to be true or false? 

M.D., Missouri. 


ANSweER.—It is true that many of the statistical re- 
ports regarding the shock treatments in mental hospi- 
tals are conflicting. There are many reasons for this: 
the different kinds of patient material; the different 
kinds of shock treatment administered; the differences 
in diagnostic criteria; and the different lengths of 
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treatment given by different workers. To give « fey 
examples, Sargant, in London, recommends that. jf § 
or 7 convulsive treatments do not produce desired re. 
sults, the treatment should be discontinued; Cerlett 
of Rome, recommends 15 to 40 electroshock treat. 
ments; and Danziger, in this country, recommends 5 
shock treatments. Some workers in this field recom. 
mend and give psychotherapy with the shock treat. 
ments; others do not. The consequences of this 
confusion are that the statistical data are hardly com. 
parable. 

Another difficulty about the efficacy of the shoc 
treatment is that one cannot talk about the effective. 
ness of “shock treatment in psychoses” because one 
type of shock treatment may be effective in one partic. 
ular disease but not in another. For instance, while 
electroshock treatment is the sovereign treatment for 
agitated depression and psychotic depression of the 
manic-depressive type, insulin treatment would not 
be useful at all in treating these diseases. Convulsive 
treatment produces very fine results in the catatoni 
form of schizophrenia but is probably quite useles 
in the hebephrenic form. 

The report of the New York state hospitals of 194 
evaluated the treatment of 1,128 patients treated wit! 
insulin in the Brooklyn State Hospital between Janu. 
ary, 1937, and June, 1942, and compared these patients 
with a control series of 897 who had been studied over 
the same period in other state hospitals where insulin 
treatment was not given (Sargant and Slater: Intro- 
duction to Physical Methods of Treatment in Psychi- 
atry, ed. 3, Baltimore, Williams & Wilkins Company 
1954). The control groups were selected so as to match 
the treated patients with respect to all factors of some 
importance, such as age, sex, duration of illness, and 
physical health. The commission found that 80% of the 
treated and 59% of the untreated patients were able to 
leave the hospital. This 21% increase alone does not 
give the true picture, inasmuch as different clinical 
groups showed different degrees of benefit from the 
treatment. The discharge rate of the patients with 
paranoia increased from 52% to 79%; in the hebephren:- 
ic group the discharge rate increased with treatment 
from 59% to 68%; the average length of stay in the 
hospital was four months less in the treated patients 
than in the untreated and discharged patients. The 
quality of the remission obtained with treatment wa: 
better in all clinical subgroups than in the untreated 
groups. 

Similar statistics are available for the evaluation 0 
the convulsive treatments (Kalinowsky and Hoch: 
Shock Treatments, Psychosurgery, and Other Somatic 
Treatments in Psychiatry, New York, Grune & Stratton 
Inc., 1952). In the depressive phase of the manic 
depressive psychosis, the rate of remissions with cov: 
vulsive treatment varies between 80 and 100%. The 
failures of the treatment in this group usually show 
that a considerable number of schizophrenic patient 
with depressive features were inadvertently include 
in the statistics, 

The agitated depression of presenile and senile p* 
tients was an almost incurable condition, with over 30’ 
fatality due to physical exhaustion of the patients, be 
fore the convulsive treatment was introduced. Thi 
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results of convulsive treatment in this group of patients 
are at least as good as those in the manic-depressive 
group, that is to say, 80 to 100%. 

Today we can say that the efficacy of shock treat- 
sent has been demonstrated beyond any doubt. The 
nost interesting statistics in this respect have come 
from Norway, where, owing to the fact that the country 
's small and the population homogeneous, the psychi- 
tric training is uniform and therefore the diagnostic 
ategories are comparable from hospital to hospital. 
[he statistical evaluation of the patients and of the 
esults of the different treatments is reliable. @degaard 
Ment. Hyg. 38:447, 1954) examined the results of 
shock treatments in Norway for two decades, one from 
1926 to 1935 and the other from 1936 to 1945. During 
the first decade, 1926 to 1935, before shock treatments 
had been introduced, the rate of cured and improved 
yatients was 28.8% of the 14,278 admissions. During 
the second decade, 1936 to 1945, when shock treat- 
ments were used in all the mental hospitals of Norway, 
the rate of cured and improved patients rose to 42.2% 
of the 15,452 admissions. Inasmuch as the latter half 
of the second decade coincides with World War II 
and the German occupation of Norway, there is no 
reason to assume that the patients were better nour- 
ished or better nursed than during the first half of the 
same decade. 


BLOOD TRANSFUSIONS 


To tHE Eprror:—Please give an opinion on the use of 
whole blood in transfusions. For some time blood 
has been obtained from donors when it was needed, 
because there was the feeling that fresh blood was 
preferable. This was based upon the knowledge that 
blood factors change as blood gets older in the 
blood bank. The director of the hospital laboratory 
objects to requests being made for fresh blood and 
directs that blood in the blood bank, which is nearly 
always two or more weeks old, be used. In addition 
to this, the laboratory commonly supplies O-positive 
blood in numbers of cases even when the type need- 
ed is AB or something else—this under the state- 
ment of its being a universal type of blood and be- 
cause that is all the bank has. Some of the physicians 
feel that the blood should match and that the uni- 
versal O type should be used only in emergency 
when the right type cannot be obtained. They also 
feel that fresh blood is preferable and should be 
used when possible. 


H. Quillian Jones, M.D., Fort Myers, Fla. 


ANSWER.—Apart from special situations, such as 
hemophilia and thrombocytopenia, in which fresh 
blood is indubitably superior to stored blood, human 
whole blood properly prepared with acid-citrate- 
dextrose solution and properly stored may be used for 
whole blood transfusion until three weeks after vene- 
section, Under these conditions, it may be anticipated 
that approximately 100% of infused erythrocytes will 
assume normal function in the recipient if the blood 
given be no more than 10 days old, while 70% of the 
infused erythrocytes will prove functional even with 
blood 21 days old. The widespread use of whole blood 
transfusion is based upon the ready availability of 
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stored blood as compared with fresh blood. One need 
think only of the emergency in the middle of the night 
and such problems as mobilizing technicians, finding 
and bleeding donors, and testing to appreciate the 
great advantages of the blood bank. While, in theory 
fresh blood may be considered superior and group- 
for-group transfusion preferable, the patient is, on the 
average, better off with stored blood immediately avail- 
able than with fresh blood provided after a delay 
Local conditions must determine a reasonable com- 
promise as to the quantity and kinds of blood to be 
kept on hand to meet reasonable needs with minimum 
wastage. 


TREATMENT OF ACNE 


To THE Eprror:—In treating acne in a young married 
woman, the administration of Premarin, 0.625 mg 
daily for the last 10 days of the menstrual cycle, 
seems to prevent premenstrual flare-up. However, 
the side-effects of water retention and swelling of 
the breasts occur and seem to be greater after each 
successive menstrual period. Smaller doses of Pre- 
marin also cause the side-effects but do not seem 
to have any effect in controlling the acne. Are there 
any harmful effects from continued treatment as 
described, and, in addition, would there be any 
other suggestions for therapy” M.D.. Ilinois. 


This inquiry has been referred to three consultants, 
whose respective replies follow.—Ep. 


ANswerR.—In case of water retention and swelling of 
the breasts, the administration of progesterone 
linguets, 10 mg. daily, should be substituted for 
Premarin. This medication is also often helpful in 
treating recalcitrant acne vulgaris mainly limited to 
torpid papules on the chin, which is frequently en- 
countered in women in their middle 20's or older. 
Continued administration of Premarin in spite of 
swelling of the breasts would not result in harmful 
effects but is inadvisable because of the discomfort. 


ANSWER.—The hormonal treatment of acne is usually 
not satisfactory. The physician in this case has been 
fortunate in finding that small doses of Premarin re- 
duce the premenstrual exacerbation. It is possible. 
though not likely, that the unpleasant side-effects 
might be avoided if he used some form of anhydro- 
hydroxyprogesterone (Pranone, Lutocylol, Progestoral, 
Ora-Lutin) in doses of 10 mg. per day for 10 days 
before the menstrual period. This could be with, or 
instead of, Premarin. In addition, a diuretic should 
be used for a few days, beginning as soon as water 
retention is evident. Methyltestosterone will often re- 
lieve premenstrual tension without disturbing the 
breasts. In this case, however, it would probably in- 
crease the acne. No harmful eftects are likely to follow 
the treatment being carried out by the physician. 


ANSWER.—It is suggested that the really effective 
way to control water retention and swelling of the 
breasts in such a patient is to employ careful restric- 
tion of sodium chloride intake during the period 
involved and to treat the patient with generous doses 
of ammonium chloride, such as 0.5 Gm. taken two to 
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four times daily at that time only. Any estrogenic 
substance may exaggerate this swelling, even though 
it gives some relief from the periodically recurring 
acne. It might be more wisely administered by be- 
ginning the dosage at the cessation of the menstrual 
flow and interrupting it at least five days before the on- 
set of flow. It is probable that this would likewise 
minimize the tendency to water retention. In addition 
to the unpleasant symptoms cited, the only other harm 
which might be anticipated from continued treatment 
would be a slight disturbance in the menstrual rhythm, 
reversible if treatment is interrupted. 


CHRONIC CATARRHAL DEAFNESS 


To THE Eprror:—Is the administration of 50,000 units 
of vitamin A effective in the treatment of catarrhal 


deafness? M.D., California. 


Answer.—Chronic catarrhal deafness was formerly 
the diagnosis used for that clinical picture consisting 
of a conduction type of deafness with retraction of the 
tympanic membrane. The advent of the Lempert fen- 
estration operation and the more recent stapes mobili- 
zation operation have revealed the proper diagnosis in 
these cases to be otosclerosis with bony fixation of the 
stapedial footplate in the oval window. Surgery—fen- 
estration or stapes mobilization—has been the only 
successful means of treating otosclerotic deafness. 
Conduction deafness of slight degree may result from 
an acute or subacute tubal or tubotympanic catarrh. 
This is usually secondary to an acute or subacute upper 
respiratory tract infection. The deafness in these pa- 
tients usually responds fairly promptly to appropriate 
treatment of nasal and nasopharyngeal infection. When 
it has a tendency to persist, after the upper respiratory 
tract infection is fairly well controlled, inflation of the 
middle ear and pneumomassage frequently result in 
immediate improvement of the hearing and disappear- 
ance of the feeling of fulness in the ear. However, in 
children especially, this condition may be overlooked 
by the parents, and it tends to become chronic because 
of the persistence of the nasal and nasopharyngeal in- 
fection. Tonsillectomy and adenoidectomy, or second- 
ary adenoidectomy, if indicated, bring about an imme- 
diate restoration of hearing in a high percentage of 
these patients. In some of these patients, in whom the 
tonsils and adenoids have been adequately removed 
previously and examination of the nasopharynx does 
not reveal regrowth of the adenoid masses to any 
great degree, success in the restoration of the hearing 
has been achieved by treating the nose and throat 
locally with ascending subcutaneous doses of 0.1 ce. 
each of house-dust extract (undiluted) and Hemo- 
philus influenzae—Diplococcus pneumoniae (com- 
bined) vaccine no. 38. The dose of each is increased 
0.1 cc. every five to seven days until 1 cc. of each is 
administered. X-ray or radium therapy to the naso- 
pharynx and eustachian tube orifices has been used 
with considerable success in this group of patients. 
Potent multivitamin preparations, including vitamin A, 
have been used for the cure of the deafness of these 
several conditions with no success, and it is not be- 
lieved that the administration of doses of 50,000 units 
of vitamin A would meet with any greater success. 
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LITERACY AND MENTAL DISEASE envil 
To THE Eprror:—It has been stated that the psychoses Rare 


are more common in the poorly educated groups and in th 
in those groups with lower intelligence quotients. |; 2 


there any information indicating whether this, or th: 


é path« 
reverse, is true? 


M.D., Missouri. disea 


uterl 


Answer.—It is difficult to give a general answer as J jorn 
to whether the psychoses are more common in the 4 
better educated or in the less educated groups because J -hilc 
of the difference in the rates of the different mental I til 
diseases in each group. For instance, in the Massachv- serv. 
setts mental hospitals between 1917 and 1933 the rate HP inter 
of manic-depressive reactions among illiterate patients he 
was 4.32%, while the rate of the same psychotic reac- JJ resto 
tions among college-educated patients was 6.83%. thou; 
However, when all the mental diseases were taken 4. 
into consideration (during the above-mentioned if sh 
period), patients with a college education made up abno 


3.5% of the total first admissions and those who were RR leec 
classified as illiterate comprised 8.3% of the total first thou: 
admissions. Again, these figures are somewhat mis. 5. 
leading, inasmuch as patients with mental deficiencies JR deci: 


would be found, of necessity, in the illiterate group, this « 


while none were found in the college-educated group. JBM tuba! 

The mental diseases of the illiterate group belong JR futur 
mostly to the following categories: psychoses with uteri 
mental deficiency, senile psychoses, alcoholic psycho- elimi 


ses, psychoses with cerebral arteriosclerosis, epileptic Fi 


psychoses, and psychoses with cerebral syphilis. In of ar 
first admissions of college-educated patients, the lead- but { 
ing psychoses were psychoses due to drugs, manic- ings 
depressive reactions, psychoses with psychopathic 

personality, paranoia, and schizophrenic reactions. SUC 
(Dayton: New Facts on Mental Disorders, Springfield. To 


Ill., Charles C Thomas, Publisher, 1940. ) al 
ing 

INDICATIONS FOR HYSTERECTOMY 
To THE Eprtor:—The tissue committee of a hospital in 
its monthly report always lists the hysterectomies 
in the various age groups; for example, 30 to 40, 4 
to 50, etc. When operations not involving malignan- 
cy are done on patients under 40 years of age, there 
is always a lengthy discussion. Please list the ac- 
cepted indications for hysterectomy, especially with 
reference to those operations done on patients in 


AN 
simp 
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thou: 
effec 
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numl 
14], 
follo 


the child-bearing age when malignancy is not in- 1873 

volved. John B. Hibbs, M.D., Uniontown, Pa. sailed 

Answer.—The indications for hysterectomy in women J 2" 
in the child-bearing period vary considerably in dif: lamo 
ferent institutions. At this age period it is not the re- the ; 
moval of the uterus that is the most important con- IS74 
sideration, unless more children are desired, but the of ec 
removal of the adnexa and the cessation of ovarian occu! 
function. The following indications would probably Or 
be acceptable to the majority of gynecologists. in th 

1. Myomas of the uterus that cause symptoms, such econ 
as excessive bleeding at the menses or discomfort be- Was | 
cause of their location, should be removed. Thus, eve! The 
small submucous tumors may cause serious and evel to 18 
exsanguinating hemorrhage. Intraligamentous tumors. 
myomas under the bladder, or myomas in the cu!-de- i 


sac may cause considerable discomfort or pressure 0 
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environmental organs. Usually a uterus and tumors no 
larger than a 10 weeks’ gestation need not be removed 
in the absence of symptoms. 

2. If it is necessary to remove the adnexa because of 
pathological findings, such as chronic inflammatory 
disease or progressive and extensive endometriosis, the 
uterus should likewise be removed even though it is 


pormal. 


3. The present tendency is to postpone the repair of 
childbirth damage to the perineum and bladder wall 


Huntil child bearing has been completed. Vaginal sur- 


gery, directed to the repair of the perineum and the 
anterior vaginal wall, usually entails the removal of 
the uterus. This is done primarily to allow for a better 
restoration of the pelvic supporting structures, al- 
though it likewise prevents future pregnancies. 

4. The patient approaching or in the menopause, 
if she has had two or more diagnostic curettages for 
abnormal bleeding but continues to exhibit irregular 
bleeding, should probably have a hysterectomy even 
though benign pathology was found. 

5. If no further child bearing is indicated and it is 
decided to carry out some surgical procedure to attain 
this end, the removal of the whole uterus, rather than 
tubal ligation, is a constructive procedure. Not only is 


Hfuture child bearing prevented but also subsequent 


uterine pathology and even cancer of the uterus are 
eliminated. 

Finally, the removal of a normal uterus in a woman 
of any age is always suspect by the tissue committee, 
but the patient’s history, symptoms. and clinical find- 
ings may well justify the procedure. 


SUICIDE DURING ECONOMIC PROSPERITY 

To tHe Eprror:—Is it true that suicides are more prev- 
alent during times of economic prosperity than dur- 
ing “hard times”? M.D., Missouri. 


Answer.—The phenomenon of suicide is not so 
simple that it can be explained by economic depression 
or by economic prosperity. It is a well-known fact, 
though, that economic crises have an aggravating 
effect on suicidal tendencies. To cite figures in a book 
by Durkheim (Suicide, Chicago, Free Press, 1951), the 
number of suicides in Vienna, Austria, in 1872 was 
l41. In 1873 a financial crisis occurred, which was 
followed by a rise in the number of suicides to 153 in 
1873 and 216 in 1874. The increase in the number of 
suicides in 1874 was 53% above the number in 1872 
and 41% above that in 1873. Likewise, there was a 
famous stock-market crash in Paris in 1882. While 
the annual increase in the number of suicides from 
IS74 to 1886 was only 2%, it jumped to 7% in the year 
of economic crisis. Fifty-nine per cent of the total rise 
occurred during the first three months of the crash. 

On the other hand, sudden upswings in prosperity 
in the economic field affect the suicide rate just as 
economie disasters do. The unification of Italy in 1870 
was followed by an unparalleled economic prosperity. 
The number of persons employed doubled from 1873 
to 1SS9. The increase in salaries was 35% during these 
years. The private wealth of the nation grew from 
about 45 billion to 51 billion liras, and, above all, the 
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price of bread was falling at the same time. Yet. an 
increase in the number of suicides went parallel with 
this collective prosperity. Between 1864 and 1870. 
there were 29 suicides per million. The rate grew 
continuously, almost without recession, until |S77. 
when it reached 40.6 suicides per million. Moreove 
in Germany the increase in the rate of suicide was 
never as rapid as it was during the economic prosperity 
after the successful war with France in 1870-187] 


HORMONES AND PROSTATIC HYPERTROPHY 
To THE Eprror:—Hypertrophy and cancer of the pros- 
tate gland supposedly result from imbalance in the 
androgen-estrogen ratio, or too much male hormone 
Would it be logical to administer small doses of 
estrogen orally, say, diethylstilbestrol in a daily dose 
of I mg., to a male patient in the proper age group 
and with early symptoms of prostatism? 
Robert A. Heebner, M.D., Compton, Calif. 


Answer.—The growth and function of the human 
prostate gland are dependent, at least in part, upon 
androgen. The growth of prostatic cancer is often, for 
a time at least, dependent upon androgen. Alterations 
in the excretion of androgen and estrogen do occur 
with aging. These facts, however, do not establish a 
cause-and-effect relationship between endrocrine im- 
balance and prostatic hyperplasia or cancer, and the 
assumption of such a relationship can be regarded as 
little more than a hypothesis at the present time. 
Furthermore, in the aging male the androgen-estrogen 
ratio shifts in the direction of a predominance of 
estrogen rather than of androgen, so that the logic of 
administering estrogen may be questioned, Granting 
the original premise of the inquiry, however, there is 
no information concerning the effect of prophylactic 
estrogen therapy on the genesis of prostatic hyper- 
plasia or prostatic cancer. However, since estrogen, 
even in the form and dosage suggested, would render 
the patient impotent, any effectiveness of such treat- 
ment would be more than offset by its unpopularity. 


URINARY FREQUENCY 


To tHe Eprror:—A 22-year-old woman complains of 
urinary frequency and burning, beginning 36 to 48 
hours after ingestion of as little as one cupful of 
soda pop, tea, coffee, or fruit juice. These symptoms 
persist for 24 to 48 hours, then subside. The patient 
relates that this has occurred very consistently over 
the past four years. Previous to this time she drank 
a lot of soda pop. Physical examination is negative. 
The urine has a pH of 8.0, with no abnormal findings. 
This patient has been receiving moderate relief from 
these symptoms by taking a preparation in which 
the active ingredients are listed to be sodium citrate, 
sodium salicylate, and sodium bicarbonate. Please 
supply information as to any specific etiology and 
suggested management of this case. 

J. M. Catlett, M.D., Emporia, Kan. 


ANsweER.—It seems that this complaint of urinary 
frequency and burning occurring 36 to 48 hours after 
the ingestion of soda pop, tea, coffee, or fruit juice is 
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an entirely functional complaint. First of all, if there 
was any direct effect, it should occur much sooner. 
Secondly, there is no reason for any of these liquids 
to produce burning. Frequency, of course, could occur 
because of volume ingestion and the fact that tea and 
coffee will act as a diuretic. It would seem that a cysto- 
scopy and careful examination of the urethra is in- 
dicated. Even with negative urine findings, a cicatricial 
urethritis with granular change could cause this pa- 
tient’s complaint. If narrowing of the urethra is found, 
dilatation would be indicated. If the change in the 
urethra is primarily granular in nature, the local in- 
stillation of 5% Argyrol should be of benefit. 


PREMATURE BURIAL 


To THE Eprror:—Recently, a radio newsman said in a 
network newscast that Gen. Robert E. Lee’s mother 
was pronounced dead by four physicians some four 
years before he was born, that the “body” was bled 
and placed in a casket, that a funeral service was 
held and the casket placed in a mausoleum, and 
that one week later noises came from the casket, 
whereupon Mrs. Lee was removed—and recovered. 
Is this a medically correct story or a “stretcher”? 


Lyman C. Blair, M.D., Houston, Texas. 


ANSWER.—Source for the story is the second edition 
of “Premature Burial and How It May Be Prevented,” 
by Tebb, Vollum, and Hadwen (London, S. Sonnen- 
schein & Co., Ltd., 1905). This book is in the Library 
of the Army Medical Service Graduate School, which 
fact has contributed to its authenticity. Conversely, 
certain responsible historians deny that there is any 
basis of fact to the “premature burial” incident. The 
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Society of the Lees of Virginia, considering the tale 
“bizarre and lacking in dignity,” protests that there j 
no authentication in all the “voluminous contemporan 
records of the Lee family.” Somebody, subsequent ty 
the broadcast referred to, elicited corroboration fo; 
this point of view from the reference department 
(general reference and bibliography division) of th 
Library of Congress. Present opinion as to the authen. 
ticity of the story is that the “cons” outweigh the 
pros. 


EMPLOYMENT OF PREGNANT 
X-RAY TECHNICIANS 


To THE Eprror:—In light of the recent literature ov 
radiation affecting the unborn child, please give an 
opinion regarding exposure during pregnancy and 
the length of time a pregnant woman should be al. 
lowed to work as an x-ray technician. The x-ray 
department has been tested almost continuously for 
the amount of radiation received by technicians, and 
this has proved to be a minimal amount. 


John A. Stewart, M.D., Hamilton, Ohio. 


ANswer.—It has not been proved that a fetus, or an 
infant in utero, will be injured if its mother is em. 
ployed as an x-ray technician during pregnancy in 3 
well-controlled x-ray department. However, in view 
of the heated discussions going on at the present time 
concerning not only the hazardous effects of radiation 
therapy on both mothers and their offspring in utero 
but also the hazards from taking single x-ray pictures 
for diagnostic purposes, it is best to keep gravid x-ray 
technicians out of x-ray rooms and give them some 
other tasks to perform. 
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From time to time there will be published in this section of THe Journat brief but not neces- 
sarily complete reviews of some of the newer clinical aspects of medical research and practice. 
This material is gathered specifically for THe JouRNAL.—Eb. 


POLIOMYELITIS 


In areas of the world where standards of hygiene are 
generally poor, exposure to poliomyelitis virus and the 
subsequent development of antibodies is almost uni- 
versal. It occurs at an earlier age than in communities 
in which hygienic conditions are better. The spread of 
the etiological agent is facilitated by crowded living 
and frequent pollution of the environment.’ The dis- 
tribution of antibodies against the three recognized 
types of poliomyelitis virus is similar in certain areas 
of the world with comparable sanitary, climatic, and 
hygienic conditions.’ Several workers have observed 
that a high proportion of children living in poor social 
and economic conditions in the United States are 
immune. In contrast, the proportion of immune chil- 
dren in some of our “best” areas is almost “frighten- 
ingly” low. 

M. Martins da Silva and his colleagues,’ University 
of Minnesota, Minneapolis, examined 185 pregnant 
women for the presence of naturally occurring anti- 


bodies against the three recognized types of poliomye: 
litis virus. They found that about one-third of them 
had antibodies against all three types. One hundred 
thirty-five were given formalinized (Salk) vaccine 
either subcutaneously (two doses of 1.0 ml. at four 
week intervals ) or intradermally (two doses of 0.2 ml 
at four-week intervals). Antibody titers were deter- 
mined before vaccination and one month after com 
pletion of the course. Significant antibody titers against 
all three types of virus were produced by the formal: 
inized (Salk) vaccine in 82% of the women. Intra 
dermal injection elicited as good an antibody response 
as the larger subcutaneous dose. At birth of the infants, 
maternal and cord blood antibody titers were deter 
mined and successive antibody titer determination 
were made at three-month intervals during the firs! 
year of life of all infants born to these mothers. It was 
found that, on the whole, antibody titers in the cord 
blood of the infants were the same as those of thei! 
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mothers. The “half-life” cf all three types of antibodies 
present during the neonatal period was approximately 
one and one-half months, regardless of the level of the 
cord blood titers. Detectable antibody titers were still 
present at the age of 9 months in some of the infants 
whose antibody level at birth had been 1:1,024 or 
sreater. Living attenuated poliomyelitis virus type 1 
was given by mouth to 25 infants in the first week of 
life. The stools of these infants and of members of 
their families were examined for the presence of virus 
by weekly stool cultures; associated changes in anti- 
body titers were also noted. Sixty days after feeding 
type 1, the infants were given type 3 living attenuated 
poliomyelitis virus; and, after another three weeks. they 
were fed type 2 virus. No clinically appreciable svmp- 
toms were noted. 

Previously,’ an orally given vaccine had been used 
in infants under cover of maternal antibodies produced 
by natural infection of the mother. Data were pub- 
lished ° to support the view that a satisfactory immune 
response against more than one type of poliomyelitis 
virus can be obtained by giving strains separately. 
A. B. Sabin,® University of Cincinnati College of 
Medicine, and, more recently, J. R. Paul and his col- 
leagues,’ Yale University School of Medicine, New 
Haven, Conn., reported the oral vaccination with living 
attenuated poliomyelitis virus of individuals protected 
by formalinized (Salk) vaccine. There was no inter- 
ference with antibody formation against all three 
types, when living attenuated virus vaccine type 1 was 
fed, followed at three-week intervals by type 3 and 
then by type 2 vaccine.° 

Regarding the duration of immunity produced by 
living attenuated poliomyelitis virus vaccine, H. 
Koprowski, the Wistar Institute, Philadelphia, stated 
at a recent meeting ‘ that, after oral administration of 
type 1 virus, immunity remained unchanged during an 
observation period of three years and, after admin- 
istration of type 2 virus, for six to seven years. 

Although oral vaccination produces a satisfactory 
immune response and its effects are thought to last for 
an adequate period of time, the question of the safety 
of oral vaccination with living attenuated poliomye- 
litis virus has not yet been answered to the complete 
satisfaction of everybody. 

Among others, D. Bodian, the Johns Hopkins Uni- 
versity, Baltimore, has repeatedly emphasized that 
safety must be given first consideration. Recently, the 
belief has been expressed that tests in many thousands 
of individuals would be necessary to establish the 
complete safety of an orally administered vaccine for 
the individual and for the community. It is felt by 
many that, before living attenuated poliomyelitis virus 
vaccine can be made generally available, rigid safety 
tests must be established, comparable to those now in 
use to test the safety of formalinized (Salk) vaccine. 
Up to the present time, it has only been possible to 
test the safety of living attenuated poliomyelitis virus 
vaccine in experimental animals. Most investigators, 
however, believe that susceptibility to paralytic dis- 
ease in other species does not correspond to that in 
man, 
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How unprotected individuals in the environment of 
vaccinees may be affected has aroused much contro- 
versy. After ingestion, living attenuated poliomyelitis 
virus may undergo changes in the intestine toward 
greater neurotropism. It has been asked whether more 
neurotropic viruses excreted from the alimentary tract 
of vaccinees may endanger their contacts. Naturally 
acquired immunity appears to protect against re- 
infection; alimentary infection has been found to oc- 
cur infrequently among the older members of infected 
households. Fecal excretion of virus by naturally im- 
mune subjects given living attenuated poliomyelitis 
virus is either completely absent or it lasts a very short 
time.“ Comparable results were found in subjects im- 
munized with living attenuated poliomyelitis virus 
vaccine during reexposure to the same strain.° 

A different situation was encountered with formal- 
inized (Salk) vaccine by J. P. Fox and his associates,” 
Tulane University Medical School, New Orleans, and, 
more recently, also by J. L. Melnick and his col- 
leagues,'® Yale University School of Medicine, New 
Haven, Conn.; both groups of workers reported that 
the formalinized (Salk) vaccine they used did not re- 
duce fecal excretion or protect against infection of the 
alimentary tract. In chimpanzees, immunity produced 
by formalinized (Salk) vaccine reduces the titer and 
duration of viral excretion after oral challenge,'' but in 
these animals the throat is the dominant site of virus 
multiplication and the throat secretions are known to 
contain antibody when the serum antibody level is 
above a certain minimum.” 

Recently, methods have been developed at the Virus 
Laboratory, University of California, Berkeley, Calif.,"’ 
for the preparation and inactivation of pure poliomye- 
litis virus that yield an immunogenically potent prod- 
uct. If a vaccine were prepared from such purified 
material, the concentration of each component could 
be controlled and kept at a level that might produce 
a more uniform immunogenic response. Freedom from 
nonviral protein and other impurities may guard 
against some allergic reactions. Rigorous safety tests 
could be carried out on the concentrated vaccine be- 
fore dilution to use levels. Since the amount of each 
component can be controlled, less virulent strains in 
adequate concentration could be substituted in the 
vaccine without loss of immunogenic potency. 

Much of the progress in poliomyelitis research made 
in recent years has its basis in the discovery that polio- 
myelitis virus can be grown in human tissue cultures of 
non-nervous origin,'’ that it can be propagated in 
vitro and retains a distinct cytopathogenic effect. These 
earlier findings have led to the development of cell 
culture techniques that have become indispensable in 
poliomyelitis work. J. T. Syverton,’‘ University of Min- 
nesota, Minneapolis, recently reviewed the progress 
made in this field and concluded that the present scale 
of cell culture production has been made possible by 
(1) control of contamination by the use of antibiotics, 
(2) dispersion of cells with trypsin, and (3) mass dis- 
pensing of replicate cell cultures. According to this 
worker, primary cell cultures of human or animal tissue 
can replace animals or embryonated eggs for diagnostic 
and investigative work with viruses. Each culture de- 
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rived from stable human cell strains serves to replace 
an animal, mouse or monkey. Human strains now in 
use include cells from Gey’s HeLa uterine cervical 
carcinoma, Frisch’s Maben pulmonary adenocarci- 
noma, Chang's conjunctival and liver epithelium, and 
Syverton’s esophageal epithelium and fibroblasts, liver 
epithelium, a pulmonary cell, palate fibroblast, and 
kidney epithelium. Several other stable human strains 
and a variety of strains of animal origin are now also 
available. This range of normal] and malignant cells in 
continuous culture has simplified and extended the 
study of viruses and virus infections. Continuously 
cultivated human cells are now available by mainte- 
nance of stock cultures. They are, in some instances, (1) 
grossly uniform in morphology, size, and metabolic 
activity; (2) susceptible to infection by poliomyelitis 
and a variety of other viruses; and (3) capable of mass 
cultivation. The hardiness of these cells permits ship- 
ment of cultures over long distances. 

T. T. Puck and his colleagues,'® University of Colo- 
rado Medical Center, Denver, have further refined cell 
culture technique by the use of pure or clonal cell 
strains derived from the progeny of a single isolated 
cell, permitting the control of genetic constitution of 
cells in studies of cellular metabolism and infection. 
Single cells are obtained by gentle trypsinization of 
parent cultures and are established in Petri dishes in a 
medium containing a small amount of agar, where they 
multiply into isolated colonies. These clones are then 
expanded into pure cell lines. Unusually delicate cells 
are induced to multiply in isolation by the use of a 
“feeder” layer of irradiated cells capable of metabo- 
lism but not of multiplication. Cells of a pure clonal 
strain of human liver epithelium prepared by J. T. 
Syverton and L. C. McLaren have been found to be 
fully susceptible to infection by types 1, 2, and 3 polio- 
myelitis virus, and their response has been comparable 
to that of primary dispersed monkey kidney cells. cells 
of stable strains of cervical carcinoma (HeLa) and 
lung carcinoma (Maben), and cells of stable strains 
of normal human liver and conjunctiva.'* Using time- 
lapse cinematography and micromanipulation, visible 
pathological changes in single infected cells have been 
correlated with the production and release of polio- 
myelitis virus."* 

J. E. Salk,’* University of Pittsburgh, has used cells 
derived from trypsin-treated monkey-heart tissue to 
cultivate poliomyelitis virus. At the Virus Laboratory, 
University of California, Berkeley, Calif.,’° human 
amnion cells in primary and in continuous culture 
have given a high yield of all three types of poliomye- 
litis virus. Recently, British workers have reported the 
serial propagation of the three types of poliomyelitis 
virus in cultures of a new cell line derived from em- 
bryo rabbit kidney, designated ERK. It is said to have 
the advantages of growing well in mediums devoid of 
human serum, of being serially transmissible, and of 
yielding monolayer cultures if required.*° 

Some of the aims of tissue culture techniques pres- 
ently studied may be summarized as follows: 

1. Better laboratory tests for the specific diagnosis 
of poliomyelitis, and for the evaluation of the signifi- 
cance of a clinica] diagnosis of nonparalytic poliomye- 
litis. 
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2. Better methods for the immunogenic study of 
variants or mutants of the three prototypes of polio- 
myelitis virus, and for the preparation of strains of 
poliomyelitis virus that are fully immunogenic but non- 
pathogenic in man. 

3. Better understanding of the metabolic relations of 
poliomyelitis virus to stable strains of human host cells 
in attempts at chemical blockade of poliomyelitis in- 
fection. 
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